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SENSITIVITY OF COMMON PATHOGENS TO CHLOROMYCETIN AND FOUR OTHER MAJOR ANTIBIOTIC AGE 
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The Year Book Publishers, Inc. 
200 East Illinois Street, Chicago 11, Illinois 


Please send for 10 days’ examination. 
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In this 





and future issues 
of your Journal... 


...The Year Book Publishers will bring you announcements and news of its 


current and future publications. 


For 56 years The Year Book Publishers has been bringing the medical pro- 
fession the best in medical books. Through the 13 Annual Year Books on 
medicine, surgery, and the specialties, plus more than 100 manuals, mono- 
graphs, handbooks, and texts, the interests of virtually every major field of 
practice are served. Two of our latest volumes are described below, both avail- 
able for 10 days’ inspection on approval. A complete catalog and descriptive 
literature of any individual title will be gladly sent on request. Our service 
facilities are always at your disposal; please call on them fully. 


William B. Kiesewetter’s 
Pre and Postoperative Care 
in the Pediatric Surgical Patient 


Just Ready—Recognizing that the pediatric 
surgical patient is not simply a little adult 
but one requiring specialized consideration 
and care, this new manual is devoted to the 
specific steps and procedures in manage- 
ment developed to highest efficiency in one 
of the country’s oldest children’s hospitals. 
Concentrating on the more common surgi- 
cal disorders and problems, it has been 
pointed particularly at those for whom pe- 
diatric surgery is the occasional problem. 
It is not a large book, but its utility is wide 
indeed. All who treat children will want it. 
By 16 Authorities. Edited by William B. 
Kiesewetter, M.D., Associate Professor of 
Surgery, School of Medicine, University 
of Pittsburgh; Surgeon-in-Chief, Children’s 
Hospital of Pittsburgh. 360 pages; with 49 
illustrations. Approx. $7.50 


Robert P. McCombs’ Internal Medicine 


A Physiologic and Clinical 
Approach to Disease 


Published in Sept. — A physiologic and 
clinical approach to disease; a “short” 
practice of medicine written in the mod- 
ern vein which already has become one of 
the medical best sellers of the year. Com- 
pact, concise, moderately priced, thor- 
oughly utilitarian, complete and modern 
in all aspects. Dr. McCombs follows the 
modern trend toward replacement of em- 
pirical therapeutics with methods seeking 
restoration of normal function through 
application of sound physiologic princi- 
ples. Specific diagnostic and therapeutic 
measures are fully, but always concisely 
detailed, including laboratory tests. 
By Robert P McCombs, M.D., Professor 
of Graduate Medicine, Tufts University 
School of Medicine. 659 pages; illustrated. 
$10.00 


Watch for the next “Year Book’ Notice in the November Issue 
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Meeting of August 22, 1956 


® Development of a resolution marking the pass- 
ing of J. Joseph Herbert, MSMS Legal Counsel, 
who died in his sleep July 28, 1956, was re- 
ferred to a special committee (L. Fernald 
Foster, M.D., W. B. Harm, M.D., and Mr. H. 
W. Brenneman) to draft, with copies to be 
forwarded to Mr. Herbert’s family. 
Governor’s Study Commission on Prepaid Hos- 
pital Care Plans.—A statement on the position 
of the Michigan State Medical Society toward 
the proposed study to be made by the Gover- 
nor’s Commission was approved and ordered 
sent to the Governor’s Study Commission, with 
copies to Governor G. Mennen Williams, to 
each individual member of his Commission, and 
to Michigan Hospital Service and Michigan 
Medical Service. 

Councilor Conferences——The chairman _re- 
ported that nine conferences had been held by 
Councilors in their districts, prior to this date; 
and that four additional conferences were 
scheduled. 

The dates of January 25-26-27, 1957, were 
assigned for the annual County Secretaries 
Public Relations Seminar, to be held in Detroit. 
H. Waldo Bird, M.D., Ann Arbor, was chosen 
as chairman of a Special Committee to Study 
Care of the Mentally Disturbed (to obviate 
longtime hospitalization). Other members of 
the committee are J. T. Ferguson, M.D., of 
Traverse City, and A. H. Hirschfeld, M.D., of 
Detroit. 

The Council Chairman and the new President- 
Elect, to be selected September 25, were ap- 
pointed as MSMS representatives to the Annual 
Convention of the Woman’s Auxiliary, held in 
Detroit September 25-26-27. 

Ralph W. Shook, M.D., of Kalamazoo, was 
appointed as official MSMS representative to 
attend the 1956 convention of the Michigan 
State Medical Assistants Society held in Detroit 
in September. 

Wm. M. LeFevre, M.D., Muskegon, and R. L. 
Mainwaring, M.D., Allen Park, were appointed 
as MSMS representatives to the American 
Association of Blood Banks 

President W. S. Jones, M.D., Menominee, pre- 
sented an invitation from the Economic Club 
of Detroit to have MSMS representatives appear 
en that Club’s program to discuss current prob- 
lems facing the medical profession. 

® Dr. Lawrence R. Hafstad, Vice President in 
Charge of Research Staff, General Motors 
Corporation, was announced by President Jones 
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as the 1956 Biddle Lecturer. His subject wij 
be “The Future of Atomic Energy and Me. 
cine.” President Jones also announced he haj 
been appointed to the Governor’s Study Con. 
mission on Public Health. 

President-Elect Arch Walls, M.D., of Detroit 
reported he had forwarded to Bruce Publishin 
Company the personnel of the 1956-57 MSM 
Committees. 

Report was presented on MSMS employe’ 
service which in years represented, to August | 
1956, a total of 130 years and 7 months! 
Chairman D. Bruce Wiley, M.D., of Utica 
was authorized to appoint a Committee of 
MSMS representatives to meet with the 
National Committee on Educational Problem 
and Teacher Certification Code. 

IBM Membership Card.—Sample of the variou 
items of historical information, for inclusion on 
the IBM Membership card to be utilized by 
MSMS as of January 1, 1957, was presented 
and approved. 

Officers’ Night Banquet.—The detailed pro- 
gram of Officers’ Night, including the Banquet, 
was presented by the Committee on Arrange. 
ments and approved. 

Committee Reports.—The following were r- 
viewed: (a) Traffic Safety Committee, meeting 
of July 26; (b) Courses in Medical Economic 
and Ethics Committee, meeting of August 10: 
(c) Special Committee on Healing Arts 
August 19; (d) MEG Committee. Councilors 
comments re proposed changes in MSMS By- 
Laws covering mediation, ethics, and grievance 
were noted and ordered referred to the MEG 
Committee. 

Medical Advisory Committee to Michigan Hos- 
pital Service—John W. Paynter, President o 
MHS, presented in person a request that MSMS 
reactivate its Medical Advisory Committee to 
Michigan Hospital Service. This request was 
approved and the appointment was referred to 
Chairman Wiley. 

Medical Care of Servicemen’s Dependents— 
President Jones, President-Elect Walls, and Mr. 
Jay C. Ketchum, Executive Vice President o! 
Michigan Medical Service, reported on the 
July 28-29 AMA-sponsored meeting in Chicago, 
held to discuss medical care of servicemens 
dependents, following enactment of recetl 
federal legislation. The Council reactivated the 
MSMS Committee on Uniform Fee Schedule 
for Governmental Agencies and requested Mr. 
Ketchum to effect, in his negotiations with the 
federal agencies, an equitable contract fo 
medical care of servicemen’s dependents in this 
state. 
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to quiet the cough 


and calm the patient 





INTEGRATED ACTION 
1. 


a. 


Topical anesthetic action 
more powerful than that of cocaine 


Antihistaminic action 


to help control cough, bronchial spasm, 
and allergy-caused congestion 


Sedative action 
to allay nervous irritability 


Expectorant action 


to render the cough productive by aiding 
the secretion of protective mucus 
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Philadelphia 1, Pa. 
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EXPECTORANT 


Promethazine Expectorant with Codeine; Plain (without Codeine) 












HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 1150) 


® Future Expansion of Michigan State Medical 
Society.—President Jones commented on the 
present MSMS headquarters at 606 Townsend 
Street, Lansing, which are barely adequate, and 
felt that future expansion would necessitate 
soon a larger and better functioning executive 
office building; he recommended the purchase 
of a generous-sized piece of property for future 
use of MSMS. A committee was appointed to 
investigate the purchase of an adequate site 
for MSMS for its future necessary expansion. 

® Public Relations Counsel’s report included (a) 
plans for the state fair exhibit, (b) publicity 
program for MSMS Annual Session, (c) ex- 
pansion of “Medical Horizons” program on 
additional TV stations in Michigan, and (d) 
resignation of Field Secretary A. DeWitt Brewer 
and formation of a committee to employ a 
successor. 


NEW MEDICARE PROGRAM 


Congress recently passed Public Law 569, known 
as the Medicare Act, to provide medical and 
surgical care not formerly available to servicemen’s 
dependents (who could not utilize exisiting 
military installation facilities). These dependents 
may now be treated, at government expense, by 
civilian physicians. 

This $76 million military dependents’ medical 
care act was discussed at an AMA-sponsored con- 
ference in Chicago, July 28-29, by state medical 
society representatives and those from the Depart- 
ment of Defense; all were impressed with the rep- 
resentatives of the federal agency who were most 
desirous to co-operate with the special medical 
advisory committee. 

The following key conclusions were reached at 
the Chicago conference: 

1. Fees will not be set on a national level, but 
will be set by each state (or even county) medical 
society. 

2. The Department of Defense will accept any 
reasonable fee. 

3. Doctors of medicine must accept the estab- 
lished fee without an additional charge. 

4. Fee conflicts will be arbitrated by a local 
physician grievance committee. 
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5. The government will not pay for electiy 
procedures or for treatment of chronic illness, 

6. The program will be launched December} 

The MSMS Council has appointed Michigy 
Medical Service as its negotiating and fiscal agey 
with its Executive Vice President, Jay C. Ke 
chum, as the contact man. 

The Special Medical Advisory Commits 
developed eight drafts of the regulations to imp 
ment the Medicare Act. As soon as Draft 8 q 
the implementing directions is approved by th 
Department of Defense, copies will be made avail 
able by the AMA to state societies, and MSMS j 
turn will advise all its fifty-five componey/ 





societies. Some time thereafter a supplementing i 
set of regulations will be issued jointly by + 
Department of the Army, Navy, Air Force, anj . 


Public Health Service to amplify and detail th i 

operational implementation of the DOD directive 

and copies of these will be sent by AMA to th t 

states and in turn by MSMS to its components, 
Medicine’s representatives will be continuin 

their contact with the appropriate governmen| f 

agencies as these developments occur, and in like 

manner, Michigan Medical Service will contin 


its efforts in behalf of the medical profession of Q 
Michigan and the people whom they serve. ; 
REGISTRANTS FROM MANY I 
COMMUNITIES AT 1956 MCI 

A total of 167 separate Michigan communitis t 


were represented at the 1956 MCI, held in Detroit 
March 7-9, 1956. The largest registration cam 
from Detroit with 652. Flint came in second with Z 
seventy-five; Lansing had an attendance of forty. 
seven and Ann Arbor was in fourth place with c 
forty-six. Dearborn had a registration of thirty 
six followed by Saginaw with thirty-three an 
Pontiac with twenty-five. Grand Rapids registered E 
twenty-four, Battle Creek sent seventeen ant 
Kalamazoo fifteen. . 


The registration by specialties put General Prac: 
tice in the lead, as in previous years. 


Ninety-three M.D.’s came from other states an( 
countries, including forty-five from Canada ant 
twenty-three from Ohio. Other states represented 
were Alabama, California, Illinois, Indiam, 
Louisiana, Massachusetts, Minnesota, New York, 
New Jersey, North Carolina and Wisconsin. One 
representative came from Italy! 
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MEDICAL TELEVISION SHOWS 





Produced by Michigan Health Council | 


Date Station Subject Guests 
Aug. 5, 1956 WJBK-TV, Detroit To Save a Life A Film _SU| 
Aug. 12, 1956 WJBK-TV, Detroit Water a! (Learning How to A Film 

Swim 
Aug. 19, 1956 WJBK-TV, Detroit Physical Check-Ups A Film 
Aug. 26, 1956 WJBK-TV, Detroit Operation Costs (“Operation A Film 

Herbert’”’) 'o 
Aug. 28, 1956 WKAR-TV, East Commercial Polio Vaccine F. S. Leeder, M.D., Lansing ra) 
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The support of research by the American Can- 
cer Society—in the more immediate sense an ex- 
pression of confidence, sustained by evident 
progress, in the manifold capabilities of the scien- 
tists who receive funds to exploit their ideas for 
research on the cancer problem—exemplifies our 
best hope for the eventual conquest of this dis- 
ease. 

From a relatively small beginning in 1945, there 
has been a steady and rapid growth to the present 
in the magnitude of the support of cancer re- 
search. The combined financial outlay by the 
national cancer fund-granting agencies has grown 
from less than $1,000,000 in 1945 to approximate- 
ly $50,000,000 in 1956. With this rapid growth 
in the underwriting of cancer research has come 
a commensurate intensification of the attack along 
certain lines and the beginning of explorations into 
areas as yet relatively untouched. 

In 1954, the Board of Directors of the Amer- 
ican Cancer Society, recognizing the improving 
climate for cancer research, created an independ- 
ent committee (called the Research Policy Survey 
Committee) of distinguished scientists, physicians, 
and administrators to make an exhaustive study 
of the effectiveness of the Society’s policies and 
administrative machinery for research. This ac- 
tion by the board was not an expression of dis- 
satisfaction with the productivity of the existing 
program of cancer research, but rather an effort 
to make sure that the society was geared to meet 
a new challenge—a challenge arising from the 
fact that with increased support of research it was 
becoming possible for the first time to award funds 
commensurate with the true needs of the research 
that remains to be done. 

The report of the Research Policy Survey Com- 
mittee, published in extenso elsewhere,* is “a re- 
freshingly realistic look at the requirements for 
successful scientific exploration.”** The report 
as a whole and all of the contained recommenda- 
tions have been adopted officially by the American 
Cancer Society. The recommendations for change 
are now in the process of being carried out. 


In brief, the committee in formulating its rec- 
commendations took cognizance of the pivotal im- 
portance of the imaginative scientist working in 
an intellectually stimulating atmosphere. The 


*Support of Cancer Research by the American Cancer 
Society. J. M. Education, 31(a):4-31 (Sept.) 1956 
(Pt. 2). 

**New Directions in Research Support. Science, 


123:525, 1956. 
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awarding of grants is viewed, in the perspective of 
the American Cancer Society, as a means for ey. 
ploiting worthwhile ideas for research. The re. 
search, if it is to be maximally fruitful, needs 
driving, imaginative, resourceful and experienced 
investigator with time, freedom and opportunity ty 
explore in any direction his imagination may sug! 
gest. 

As recommended by the Research Policy Survey 
Committee, the staff of the Research Department 
is effecting closer liaison between scientists, insti 
tutions of higher learning and the scientific a¢: 
visory committees on research and various respon- 
sible groups within the American Cancer Society. 
The revised machinery for evaluation of proposal 
for research, for review of scientific accomplish. 
ments and for administering research grants is de. 
signed for more expeditious handling of request 
for grants and for greater continuity of support d 
productive research. Grants are made sufficienth 
flexible and in great enough variety to suppor 
research at all levels of exigency and complexity 
from “wildcatting” in relatively unexplored area 
to the intensified attack on specific objectives. A 
measure calculated to speed the determination of 
worthiness of the inspirational new idea is tlt 
provision (through Institutional Research Grants 
of “fluid” funds which can be allocated on shot 
notice by a committee of the institution’s owl 
scientists for the preliminary support of promising 
ideas for cancer research. 

In appreciation of the vital necessity to attrac 
and hold men of uncommon research ability, tht 
American Cancer Society has reset its course 0 
action in the direction of a more realistic encout 
agement for men to train for and engage in cat 
cer research at all levels of professional endeavor 
Emphasis is placed on the training of proficienl 
investigators for staff positions within institution 
of higher learning, and helping these institution 
to create additional suitable faculty-level position 
in which these men can pursue a productiv4 
career in cancer research. 

Perhaps the most welcome recommendation 4 
the Research Policy Survey Committee from tht 
point of view of the career scientist is that add 
tional suitable faculty-level positions for investlg* 
tors of exceptional promise be created. In the 
view of the American Cancer Society, no less 4 
move would provide both the requisite inspirati 
and enough of the material necessities of life {0 
those “uncommon men” to whom we must look 
(Continued on Page 1262) 
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THE MONTH IN WASHINGTON 


Regardless of which party organizes the next 
Congress or who occupies the White House, health 
and welfare legislation promises to take up con- 
siderable time and attention of lawmakers. 

The national platforms on which the candidates 
of both parties have been campaigning are some- 
what of a bluephint for the type of legislation to 
come in the 85th Congress, convening next Jan- 
uary 3; generally, both parties advocate more 
rather than less federal participation in health and 
welfare programs. Here are some of the points in 
the two platforms: 


Aid to Medical Schools—The Republicans 
recommend “federal assistance to help build fa- 
cilities to train more physicians and scientists” as 
a supplement to action of the 84th Congress au- 
thorizing federal grants to schools and other groups 
for laboratory research facilities. The Democrats 
state: “We pledge ourselves to initiate programs of 
federal financial aid, without federal controls, for 
medical education.” 


Aid to Hospital Construction —The Republican 
plank: “Republican leadership has enlarged fed- 
eral assistance for construction of hospitals.” The 
Democratic plank: “We pledge continuing and 
increased support for hospital construction pro- 
grams.” 


Medical Research.—Republicans: “We have 
asked the largest increase in research funds ever 
sought in one year to intensify attacks on cancer, 
mental illness, heart diseases and other dread dis- 
eases.” Democrats: “We shall continue to sup- 
port vigorously all efforts, both public and pri- 
vate, to wage relentless war on diseases. .. . We 
commend the Democratic party for its leadership 
in obtaining greater Congressional authorizations 


in this field.” 


Vocational Rehabilitation—Republicans: ‘We 


have fully resolved to continue our steady gains: 


in man’s unending struggle against disease and 
disability.” Democrats: “We pledge support to 
a vastly expanded rehabilitation program for these 
physically handicapped, including increased aid 
to states.” 

Medical Care—Republicans: “We have encour- 
aged a notable expansion and improvement of 
voluntary health insurance, and urge that rein- 
surance and pooling arrangements be authorized to 
speed this progress.” Democrats: “We pledge 
. . . increased federal aid to public health services, 
particularly in rural areas.” 


Social Security—Republicans: ‘We shall con- 
tinue to seek extension and perfection of a sound 
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social security system.” Democrats: “By lowering 


the retirement age for women and for disabled per. 
sons, the Democratic 84th Congress pioneered two 
great advances in social security. . . . We shall 
continue our efforts to broaden and strengthen 
this program by increasing benefits to keep pace 
with improving standards of living, by raising the 
wage base upon which benefits depend and by 
increasing benefits for each year of covered 
employment.” 


Notes: Further evidence that federal aid to 
medical schools will be high on the agenda of 
the next Congress is the survey underway by the 
staff of the House Interstate and Foreign Conm- 
merce Committee. More than fifty organizations 
have been sent letters requesting background facts 
on financial needs of medical schools and the de- 
mand for medical school applicants “rather than 
arguments intended to support or oppose any 
particular form of federal aid.” The informa- 
tion is being gathered as a preliminary to hearings 
in the next Congress. 


Public Health Service announced the availabil- 
ity of 250 traineeship grants for graduate or spe- 
cialized training of professional public health 
personnal under the newly enacted Health Amend- 
ments (Omnibus) Act. Emphasis is on bringing 
new and younger people into public health, men 
and women under thirty-five years of age. Con- 
gress voted $1 million for the program this year. 
Another 500 traineeships from a $2 million appro- 
priation are offered for graduate nurses in ad- 
ministrative, supervisory and teaching positions. 

While Defense Department officials were put- 
ting the finishing touches on regulations to carry 
out the military dependents medical care program, 
the State Department was working on its own 
version of a program for furnishing care to about 
13,500 dependents of Foreign Service personnel 
stationed overseas. In most instances, medical and 
hospital care (with a $35 deductible clause) will 
be supplied in U. S. military installations. 


To aid Defense in setting up fee schedules for 
military dependents using private physicians and 
facilities, state medical societies in co-operation 
with the American Medical Association have beet 
asked to supply data on prevailing medical cart 
charges. 


New chief of the PHS Communicable Diseas 
Center at Atlanta, Georgia, is Dr. Robert J 
Anderson, a career PHS officer who has been se! 
ing as assistant chief of the division of special 
health services. 
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Early Recognition of Diabetes 


T IS the belief of the majority of present day 

investigators that the two most important 
measures we have to prevent the complications of 
diabetes are its early detection and its subsequent 
control. This is forcibly brought out by an over- 
whelming majority of studies on the subject.*~* 
These show that “duration of the disease” and 
“degree of control” are the only two important 
factors determining the severity and number of 
chronic complications. In a broad summation of 
present day thinking, the better the control the 
longer the patient lives free of chronic complica- 
tions. 

It follows that early recognition of the disease 
is essential for adequate therapy. Unfortunately, 
many mild diabetics, undiagnosed and therefore 
untreated, go for long periods of time before their 
disease is discovered.° In these people, recognition 
of diabetes usually occurs only when one of the 
acute complications brings the patient to the 
physician. 

In a sense, physicians, clinics and hospitals have 
always attempted to find diabetes early, but these 
efforts too frequently have involved only a routine 
urinalysis on new patients or readmissions (fre- 
quently an early morning specimen) or at best a 
fasting blood sugar determination. In mild dia- 
betes, tliese would likely be normal or occasionally 
sO minimally increased that they might be over- 
looked. 

Diabetes detection drives have offered a more 
rational and thorough solution to early recognition 


Dr. Oppenheimer is assistant professor of clinical 
medicine, St. Louis University School of Medicine, St. 
Louis, Missouri. 
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By Henry E. Oppenheimer, M.D. 
St. Louis, Missouri 


of the disease. Admittedly, these drives have de- 
veloped to their present form from earlier efforts 
to determine the incidence of diabetes in our popu- 
lation. Heterogenous groups, such as county 
health organizations, individual physicians in in- 
dustrial and Selective Service surveys, and the 
United States Public Health Service have devised 
and carried out various types of detection pro- 
grams more or less independently of each other.*® 
It was soon apparent that the actual incidence of 
diabetes was between 1 per cent and 2 per cent, 
much higher than the 0.37 per cent previously 
estimated. In other words, better detection me- 
thods were being employed here than in the past. 


The diabetes detection drives are now being 
sponsored annually by The American Diabetes 
Association and are carried out through its local 
affiliated organizations as well as many interested 
county and local medical societies. These drives 
have led the way in attempts to recognize diabetes 
early. They are a tremendous educational force in 
the community, of value to both physicians and 
laity. 

The goals of a detection drive are to discover 
persons with diabetes and to bring them under 
medical care. Thus the disease is discovered before 
acute complications have occurred, and the early 
care which follows contributes to the prevention 
of complicating sequellae later in life. 


While there are many different methods em- 
ployed in diabetes detection they all embrace some 
or all of the following procedures: 

1. A urinalysis one to two hours after a meal 
high in carbohydrate. The rationale in this timing 
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lies in the fact that the mild diabetic will have 
glycosuria only in the immediate postprandial 
period and will be negative at other times 
cially in the fasting state. 





espe- 
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betes, have been studied for prior laboratory find. 
ings which should have made one suspicious of the 
disease. The majority of these were found to have 
had normal fasting blood sugars and consistently 


TABLE I 








| 
| Age | Per Cent | Suspicious Tests 
Case | When Sex |Overweight|— ———-- -—-- eee ea 
No. | Diag- | When | Urinary | Earliest 
nosed Diagnosed | FBS Sugar | Year 
eae: Stee — he eed eae — 
1 31 F 15 3+,44+&44+*) 1952 | 
2 56 F >50 134 1949 
3 43 F > 50 4+ 1953 
4 74 F 35 116 & 169 2+ & 0.5% | 1948 
5 56 F > 50 | 165 } 1948 
6 58 F >50 trace | 1935 | 
7 60 F 45 112 3+ | 1938 
8 | 63 | F 35 125 trace & 3+ | 1942 
9 | 57 F 15 trace 1942 
10 | 69 F 25 125 | 1950 
ll | 61 M 25 “suspicious | 1935 
—repeat”’ 
12 68 F >5 187 & 143 1950 
13 65 F 45 156 1948 
14 60 F 15 1+ 1942 
15 45 F 45 134 1946 
16 a7 F 15 130 1934 
17 64 F 45 121 0.5% 1950 
18 54 F 25 134 & 129 1+ &1+ 1934 
19 64 F 35 117 1934 
20 76 F 35 129 & 121 1+ 1946 
(107, 151, 
247**) 
xX 58 F 45 116, 131, 182, | 1+ 1937 
112 & 116 
Sum- | 31-40—1} 20-F 15%—4| 110-119—6 | Tr—1 
mary | 41-50—2| 1-M 25%—3| >120—-17 | 14—6 
51-60—9 35%—4, +Exton-Rose 2+—3 
61-70—7 45%—5 -1 3+—3 
>70—2 >50%—5 4+—3 


Suspicious —1 








*In obstetrical clinic. 
**Exton-Rose glucose tolerance test. 


2. A blood glucose determination one to two 
hours after a similar meal. Again, the milder dia- 
betic may have a normal fasting sugar and it may 
be abnormally elevated only at this critical post- 
prandial period. 

3. A glucose tolerance test on borderline or sus- 
pected diabetics. 

There are no universal standards for the tests 
above, but in general, any glycosuria should be 
considered diabetes until proven otherwise. Any 
postprandial true glucose value between 120 to 
200 mg. per 100 cc. should be suspected, and any 
value over 200 is very highly suspicious. (In Folin- 
Wu determinations, which contain reducing sub- 
stances other than glucose, one must add 20 mg. 
to the above figures.) A standard glucose toler- 
ance test should be carried out for a clearcut deci- 
sion whenever there is a suspicion of diabetes and 
simpler data are inconclusive.'® 

In the past three or four years the charts of all 
long-standing clinic patients at the Out-Patient 
Department of Firmin Desloge Hospital of St. 
Louis University School of Medicine, who entered 
the diabetes clinic with “newly developed” dia- 
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negative urinary sugars. 


nosed 


1949 
1952 
wd 


1956 
1953 
1948 
1953 
1950 
1953 
1956 


1952 


-| Year | 
| Diag- 


| 


! 


Years Insulin 
Wasted | Units 


NPH 12 


9 

4 PZI 40 

1 None 

8 None 

5 None 

14 None 

16 None 

3 NPH 5 

8 NPH 20 

3 None 

14 NPH 12 

2 None 

? PZI 10 

14 None 

rj None 

14 None 

3 None 

16 None 

19 BZ 55 

10 BZ 55 

15 BZ 55 
0- 5—8 Diet—11 
6-10—3) Insulin 
11-15—6| BZ 55 
16-20—3 

?—1 





| Degen- 

erative 
| Compli- 
| cations 


No 
No 
Yes 
No 
Yes 
No 
No 
No 
No 
Yes 


Yes—10 
7, No—11 


Many were obese indi- 


viduals and, while it is purely conjectural, it would 
have been interesting to apply more critical tests 
as outlined above to this group. 

In addition to these patients, there is a second 
group of twenty (plus one private patient of my 
own) whose laboratory findings are highly suspi- 


cious. These twenty-one certainly warranted more 
accurate evaluation long before the actual dis- 
covery of their diabetes. All of them had one or a 
combination of the following findings: (1) Glyco- 
suria; (2) fasting hyperglycemia (over 120 mg. 
per 100 cc.—Folin-Wu determination) ; and (3) 
high normal fasting blood glucose (110 to 119 
mg. per 100 cc.). 


A résumé of the twenty outpatient department 


patients plus the one private patient (marked Case 
X) is contained in Table I. This group of asymp- 
tomatic undiagnosed diabetic patients have several 
interesting points in common, as summarized un- 


der Table I: 


(1) All but one were over age forty 


when definitely diagnosed; (2) all but one are 
female; (3) they were all greatly overweight when 
diagnosed; and (4) all but one are controlled on 
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small doses of insulin and diet, diet and carbuta- 
mide, or diet alone. (One patient, the exception, 
requires forty units of insulin daily.) 

Degenerative complications are present in ten 
out of twenty-one. These include the following: 
Coronary disease or arteriosclerotic heart disease, 
11; hypertension, 4; peripheral vascular disease, 
3: retinopathy, 3; neuropathy, 1; and acute glau- 
coma, 1.1. 

In looking over the suspicious tests, it is super- 
ficially difficult to comprehend how this group of 
patients could have been ignored as far as diabetes 
is concerned. The fact is that these suspicious find- 
ings occurred comparatively seldom in any given 
patient, being intermingled with a large number 
of normal ones, and usually the abnormal tests 
were only slightly elevated. If indeed they were 
noticed, they also were soon forgotten because of 
the urgency of a more dynamic disease at the time. 
Then, when an acute complication developed, dia- 
betes was searched for and readily discovered. Ob- 
viously, by then, it had become more severe be- 
cause of the previous absence of treatment and 
the stress of the complication itself. These points 
can be more readily understood by a résumé of 
Case 4. 

Case Report 

E. C., a female, aged seventy-four, was first ad- 
mitted to Firmin Desloge Hospital for a fever of un- 
known origin in September, 1948. This subsided, but 
a workup revealed cholelithiasis. During that admission, 
fasting blood sugars were 103 and 116, and there were 
three negative tests for urinary sugar. 

In December, 1948, the patient had a hysterectomy 
for myomata. An unexplained fever again developed, 
which was finally relieved by the removal of common 
duct stones. During six weeks of hospital stay, the fast- 
ing blood sugars were 169 and 107, and there were 
seven negative urinalyses. one 2 plus reaction and one 
recorded as 0.5 per cent. In October, 1949, a ventral 
hernia was repaired. At that time, one urinalysis was 
negative for sugar. 

In April, 1956, the patient was diagnosed as having 
diabetes when she presented herself to the clinic with 
pruritis vulvae. There were also symptoms of polyuria 
and polydypsia. Her fasting blood sugar was 266, and 
a spot urinalysis showed 5 per cent sugar. The weight 
when her diabetes was discovered was 157 pounds, 
which was 30 to 39 per cent over the ideal for 5 feet. 
0 inches, of height. The diabetes has been controlled 


: ; . 
on dict alone and the patient’s last recorded weight was 
140 pounds. She is also suffering from cardiac decom- 
Pensation, chronic in nature, from coronary heart dis- 
ease 


[t would be difficult to deny that the situation 
descriixed here is universal. Any investigator can 
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certainly find similar cases wherever no concerted 
effort is made to recognize diabetes early." High 
normal and slightly elevated values are usually not 
followed by more critical determinations such as 
postprandial studies or glucose tolerance tests. 
These should be done whenever the usual deter- 
minations warrant it; and following the pattern 
laid down in diabetes detection, they should also 
be carried out in all obese individuals and in those 
with a family history of diabetes. We will then 
have early recognition of diabetes. 


Summary 


1. Methods for the early recognition of diabetes 
patterned after those used in diabetes detection 
have been described. These include more critical 
laboratory studies than those usually performed. 

2. The advantages of early recognition of the 
disease have been discussed. The aim in its early 
discovery is prevention of the complications of 
diabetes, both acute and chronic. 


? 


3. Findings on twenty-one patients who had 
suspicious laboratory findings prior to discovery of 
diabetes have been analyzed. It is believed that 
many cases exist universally, and that more critical 
tests, as discussed, should be utilized for early 
diagnosis. 
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Office Management of Diabetes 


HE treatment of diabetes mellitus in the large 

general hospital has been abundantly dis- 
cussed in previous publications, but as one looks 
over the medical literature on diabetes it is 
obvious that very little time has been devoted to 
outlining a method of treatment applicable to the 
care of the disease in a small town where the 
elaborate arrangements found in a large hospital 
are unavailable. Yet fully 50 per cent of the dia- 
betic patients in the United States live in localities 
where they have to depend upon limited facilities 
and general practitioners or small town internists 
for the care of their disease. Dependence on some 
specialized clinic hundreds of miles distance from 
their home for their diabetic control will result in 
poor or inadequate management. 

The ultimate objective aimed at in controlling 
diabetes is a balance between diet, exercise and 
available insulin, both endogenous and exogenous. 
Therefore, control of the patient under his nor- 
mal habits of activity is bound to be a much better 
control than can be obtained under the abnormal 
conditions of hospital life. Whenever the degree 
of his disease will allow, he should receive his 
original control as an office patient or outpatient. 

It should not be necessary in this paper to spend 
much time in outlining the criteria for diagnosis. 
The cardinal symptoms of polyuria, polydypsia, 
loss of weight, and weakness are familiar to all 
physicians. The presence of glycosuria and hyper- 
glycemia substantiate the diagnosis. It might be 
well to recall to your mind that a fasting blood 
sugar level above 160 mg. per cent should be 
considered as evidence of probable diabetes; 
whereas, a fasting blood sugar below 100 mg. per 
cent is probably not diabetes, but in the presence 
of symptoms should be further investigated with 
a glucose tolerance test. The absence of any 
symptoms and a fasting blood sugar under 80 mg. 
per cent is justification for presuming, for the time 
being, that no diabetes is present. 

The equipment necessary in the office of a 
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Muskegon, Michigan 


physician who has occasion to see a few diabetic 
patients each year is rather simple. Examination 
of the urine by the use of Clinitest tablets is a 
simple procedure and the materials are readily 
obtainable in most drug stores. The examination 
of the urine for acetone by a similar tablet test is 
just as reliable and readily obtainable. Equip- 
ment and materials for doing a Folin-Wu blood 
sugar test should cost less than $150.00 and re- 
peated tests can be done at a cost, in actual 
materials used, of less than ten cents a test. How- 
ever, general hospitals fully equipped to do good 
blood sugar estimations are within 150 miles of 
most of the physicians in Michigan. If the anti- 
coagulant used in the preparation of the blood 
specimen is a five-to-two-mixture of sodium fluo- 
ride and potassium oxylate, the blood can be 
shipped by mail and still result in an accurate test. 

Selection of cases suitable for office or out- 
patient control is important clinically and is based 
on the degree of severity and the absence of com- 
plications. 

It has been my habit, in the past, to hospitalize 
persons who show a definite degree of acidosis, 
severe complications, such as vascular lesions of 
the extremities, and obvious or severe cerebro- 
vascular or coronary disease. These patients pre- 
sent a problem which is far too complicated to 
allow treatment at home or even with daily visits 
to the doctor’s office. With these facts in mind, 
it is obvious then that the diabetic patient with 
moderate symptoms, only slight or no acidosis, 
no massive skin lesions or vascular disease of the 
extremities, and only moderate or no_ ocular 
lesions, can well be treated as home cases with 
frequent visits to the doctor’s office. It is my firm 
belief that this differentiation between persons 
treated in the office and those who should be 
hospitalized should be rigidly adhered to. 

It is important to divide the treatment into 
three distinct parts: first, the instruction of the 
patient; second, the diet therapy; and third, the 
insulin therapy. Instruction of the patient is by 
far the most important part of the entire therapy 
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routine. It is not possible here to repeat the 
entire course of lectures I give my patients, but 
the preliminary visits to the doctor’s office should 
include a thorough discussion of the normal 
carbohydrate metabolism. This should be fol- 
lowed by a frank discussion of the abnormal meta- 
bolism of carbohydrates occurring during active 
diabetes. Following this discussion, the patient 
should be told how this abnormal metabolism can 
be corrected by diet and insulin therapy. I cannot 
stress too much the importance of these three 
factors in instructing patients. Unless they under- 
stand these details completely, they will be un- 
able and unwilling to co-operate with the physician 
in the control of the disease. If the physician is 
not willing to devote the time necessary to this 
instruction period, he should give up the idea of 
taking care of patients with diabetes. 

The second part of the treatment of diabetes 
is the dietary routine. It has long been the habit 
of most clinicians to develop their own diets and 
teach their patients diets suited to the individual 
and fitted to the normal eating habits of the 
patient and his family. It should be remembered, 
however, that the amount of protein, fat and 
carbohydrate in the diet must be constant day 
after day. Just how this shall be divided among 
the various food substances the patient desires to 
eat depends upon the habits of the patient and 
his family. The caloric value of the diet depends 
upon his metabolic efficiency as an individual and 
the amount of physical work and exercise his 
habits demand. Any given diabetic patient might 
be well controlled on 1500 or 3000 calories a day. 
In the one instance he may lose weight and in the 
other may gain weight, but the actual control of 
his diabetes will be as efficient in either case. Any 
diet that is constant for the individual day after 
day and does not allow him to lose or gain weight 
out of proportion to his height is satisfactory. By 
far the best method to be used by physicians seeing 
an occasional case of diabetes is to obtain diet 
sheets and instruction books from the various 
pharmaceutical houses which manufacture insulin, 
or from the American Diabetes Association. These 
books and diet sheets have been well prepared by 
experts in the field and are easily understood by 
the physician and the patient. They are entirely 
satisfactory and make the diabetic control and 
instruction of the patient much easier for the phy- 
sician seeing only an occasional case. 


It is important for the physician to become 
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familiar with the particular diet method to be 
used and to spend enough time in teaching to be 
sure the patient knows how to measure the diet 
and how to substitute one food for another. 


At this point in the treatment of diabetes, the 
physician has to decide whether he will or will 
not use insulin. In many cases this decision is a 
difficult one to make. If the fasting blood sugar 
is somewhere in the range bttween 200 and 250 
mg. per cent and there is no acidosis and only a 
minimum of symptoms, or if the patient is in the 
older age group, that is forty years or older, it is 
often better to try a measured diet for two or 
three weeks since many such cases will be con- 
trolled on diet alone. However, if the blood sugar 
is over 250 mg. per cent, the symptoms rather 
pronounced and of long standing, if the individual 
is under thirty years of age, or if there is a small 
amount of acetone in the urine, the disease should 
be more rapidly controlled by instituting insulin 
therapy at once. 


In the aforementioned milder case, urinary 
sugar should be watched by teaching the patient 
the tablet method of urinalysis which he can do 
at home, taking urine specimens before each meal 
and recording them on a chart. He should be 
instructed to bring this chart to the doctor’s office 
weekly. If there is a definite decline in the degree 
of glycosuria from week to week, it can be assumed 
that he will ultimately be controlled on diet alone. 
However, this should be checked by 11 a.m. blood 
sugar determinations every two or three weeks 
until the ultimate decision has been reached. If 
glycosuria continues and the 11 a.m. blood sugar 
remains higher than 180 mg. per cent, the advisa- 
bility of instituting insulin therapy is obvious. 


To summarize up to this point, we have two 
groups who should be started on insulin therapy. 
In the one group are those patients who have 
severe symptoms, a high degree of hyperglycemia 
and acidosis, and in the second instance those 
patients who have failed to respond to the diet 
therapy alone. In either instance, the starting of 
insulin therapy is governed by the same rules. 
Reduction of hyperglycemia with long acting 
insulin in the office-managed case is slower but 
far more satisfactory than with unmodified insulin. 
This is in contradistinction to the hospitalized case 
where rapid control is possible because of the 
availability of laboratory checks. NPH, Lente, 
two-to-one mixtures of regular and PZI insulin, or 
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Globin insulin have all been found very satisfac- 
tory in the outpatient control of diabetes. 

Here again the instruction of the patient is im- 
portant. The sterilization of the syringe and 
needle, the different types and strengths of insulin, 
the selection of points of injection are of utmost 
importance. Sterilization by cleansing the syringe 
with alcohol and sterile water has been found 
most satisfactory and much more simple than 
boiling. Patients should be cautioned against too 
frequent use of the same site of injection. Devel- 
oping a pattern of site selection to be used from 
day to day is important. The anterior surface of 
the thigh, the posterior surface of the upper arm. 
and the surface of the abdomen are sites most 
frequently used. 

Sclection of the original dose of insulin is at 
best a scientific guess based on previous experi- 
ence. I like to use two doses daily, before break- 
fast and before supper, of ten to fifteen units each 
if the blood sugar is in the neighborhood of 300 
mg. per cent. If it is in the neighborhood of 400 
mg. per cent, I would increase that dose to twenty 
units each. It is important at this time to be sure 
that the patient is repeating his urinalysis for 
glycosuria before each meal and recording these 
results. If the urine test promptly drops to nega- 
tive. it would be well to reduce the dose to ten 
units twice a day, but if it continues to remain 
positive it may be necessary to increase the dose 
to twenty or twenty-five units as time goes on. 
These decisions are to be made by the physician 
and not by the patient. 

During the early stages of insulin therapy for 
diabetic control, overdosage is a strong possibility 
and may result in insulin shock or hypoglycemic 
reactions. The patient must be fully informed 
about this possibility, since early recognition of 
the condition is important. Glucose administration 
will promptly correct the situation. Cold perspira- 
tion. weakness, and lack of muscle control are the 
usual carly symptoms. Glucose should be given 
in the form of orange juice, Karo syrup or glucose 
wafers. If none of the three mentioned above are 
available, a candy bar will suffice. 

The ultimate dose of insulin is determined by 
the trial and error process. If the urine becomes 
negative, the dose shculd be slightly decreased. 
If the urinalysis remains positive, the dose should 
be increased uni it ultimately returns to negative. 
If the repeated urinalysis seems to be at all out of 
line, an 11 a.m. blood sugar or three blood sugar 
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determinations daily before each meal should be 
taken to determine the degree of hyperglycemia 
or hypoglycemia. In the younger diabetic patient 
the preprandial blood sugar should be 130 mg. per 
cent or less. In the age group over sixty years, pre. 
prandial blood sugars of 160 mg. per cent are 
still considered good control. 

After the urinary sugar remains negative and 
the blood sugar remains stable, examination of the 
urine three times a day can be dropped to once a 
week. The future control of the diabetic through 
the office is maintained by frequent visits to the 
doctor’s office. The two doses of insulin dail 
should be continued if the total insulin require- 
ment is over ten units in children and thirty units 
in adults. This method superimposes the curve 
of activity of each dose of insulin resulting in a 
more level blood sugar curve throughout the 
twenty-four-hour-period. However, when the total 
requirement is small, it can all be given before 
breakfast. 

After proper instruction of the more intelligent 
patient, it might be possible to let him control 
his own diabetes, watching his urine for sugar 
and varying the dose accordingly. This may be 
satisfactory in many cases, but the tendency on the 
part of most patients to slip off their diet and get 
careless with their disease is too great. Frequent 
visits to his doctor’s office has the same stimulat- 
ing effect on his desire to follow his diet as weekly 
attendance at church has on his morals. He 
should be encouraged to bring the record of the 
urine test to the office once a month. At the time 
of these visits, a blood sugar estimation should 
be done to verify the results of the urine test. In 
older patients, the office visit should include a 
blood pressure reading, eye ground examination. 
a search for vascular changes in the legs, and he 
should be questioned about any problems he might 
have with the diet. His work schedule may 
change, resulting in necessary changes in the diet- 
ary program, and many other questions may arise 
which can be answered at the time of these visits. 

The ultimate object of treatment is to obtain 
eood diabetic control meeting the following stand- 
ards: (1) Maintenance of normal weight: (2) 
acetone free urine at all times; and (3) prepran- 
dial blood sugar levels of 120 to 160 mg. per cent. 
Under these conditions there will be a minimum 
of danger of vascular complications so common 


(Continued on Page 1206) 
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A Controlled Trial of Carbutamide 


in Diabetic Patients 


An Interim Report 


T HAS been known for some years that certain 


sulphonamide derivatives would lower the 
blood sugar in animals when taken orally.'“® This 
phenomenon was of only laboratory interest, how- 


ever, until the report of Franke and Fuchs’ of the 


TABLE I. 


By C. L. Joiner, M.D., and C. T. Lee, M.D. 
Philadelphia, Pennsylvania 


term studies, have been confirmed,*?° but the 
place of the new substances in the treatment of 
diabetes is not yet certain. This paper records our 
clinical experiences with Carbutamide, and a 
discussion of its proper place in therapy. 


BASIC DATA ON THE EIGHT PATIENTS STUDIED IN HOSPITAL 
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powerlul hypoglycemic effects in man of 1-Butyl- 
3-Sulfonylurea, called BZ55 in Germany and Car- 
butamide in America. 
sands of 


Since then several thou- 
patients have been treated with this 
and related compounds in Germany, America, the 
United Kingdom and Canada. The hypoglycemic 
effect and low order of toxicity, at least in short 

From the Diabetic Clinic of the Pennsylvania Hospital. 
r. Joiner is Fellow in Medicine, Pennsylvania Hos- 


pital, ind Dr. Lee is Assistant Physician to Outpatients, 
€nnsyivania Hospital. 
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The trial is in two parts, one on hospital in- 
patients, one on outpatients. They are continuing, 
and this communication is an interim account of 
without statistical 


analysis, which is necessarily deferred until its 


the results. It is submitted 


completion, and conclusions are therefore tenta- 
tive. 
Material 
All patients were selected either because they 


were badly controlled by the classic means or be- 
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TABLE III. 
DETAILS OF DIETS DURING THE OUTPATIENT TRIAL 
Mean Values for Groups 1-4 





















































Group No. Calories | Protein* | Fat* | Carbohydrate* 
Group 1 1300 | #84 | 4a | 171 
Group 2 1372 | 67 | 44 | 175 
Group 1 & 2 1381 76 | 43 173 
Group 3 1500 | 86 54 | 145 
Group 4 1951 92 75 | 226 

| 














*Expressed as gm. per twenty-four hours. 
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TABLE IV. MEAN VALUES OF URINE SUGAR EXCRETION AND FASTING 
AND TWO HOURS POSTPRANDIAL BLOOD SUGAR LEVELS 
Before, during and after administration of sulfonylurea 4 gm. daily by mouth. 


(a) 


in the urine and postprandial and fasting blood 
sugars estimated daily. Carbutamide 1.0 gm. 
every six hours was given by mouth from the 
sixth to the tenth day. 


Outpatient Trial—These patients were observed 
for three consecutive periods of two weeks. Place- 
bo tablets were given in weeks one and two and 
five and six. Carbutamide (tabs. 0.5 gm.) was 
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“4 12.1 0.8 7.4 232 
2 | 5.6 1.8 2.3 220 
3 | 77.3 41.0 96.3 443 
4 289 13 9'8 243 
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Figures represent means of five days’ observations. 





cause they were taking insulin in excess of 100 
units daily, or both. Eight patients were studied 
in the hospital and their clinical details are pre- 
sented in Table I. Sixty patients are included in 
the outpatient trial. Of these, twelve have de- 
faulted at some time in the course, and their early 
results have been discarded. Nine patients are 
still under study, and inconclusive data have so far 
been collected on fifteen others. The results from 
the remaining twenty-four patients are reported 
here. They have been subdivided retrospectively 
as follows: 












































Group 1. Five patients: unequivocal successes. 





Group 2. Five patients: probable successes. 





Group 3. Nine patients: patients who improved 
progressively throughout the six weeks. 














Group 4. Five patients: unequivocal failures. 








Clinical details of these groups of patients are 
presented in Table IT. 

















Methods 


Inpatient Trial—These patients were studied 
for three consecutive five-day periods. Diet and 
exercise were kept constant, and insulin (if any) 
was unchanged throughout the study period. Glu- 
cose excretion per twenty-four hours was measured 
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given in weeks three and four. The patients were 
instructed to take six tablets on the first day, four 
on the second, and two on subsequent days of 
each study period. In this way, a loading dose 
was given in weeks three and four without arous- 
ing the patient’s suspicion of a change in regimen. 
The patients were seen weekly, when they were 
weighed and fasting blood samples drawn for 
sugar determinations. Each was taught to test 
for glycosuria at least five times daily, at pre- 
scribed intervals, using test tape (Testape-Lilly). 
All used tape was dried and saved, and submitted 
each week. Tapes were graded according to color 
without knowledge of the patient’s identity. In 
this way the frequency of occurrence of concen- 
trations of 0, 0.1, 0.25, 0.5 or 2.0 (or more) per 
cent of glucose (designated 1-5) in the urine was 
estimated. 

Prior to the trial and at the end of the study 
period the patient’s diet for the previous six weeks 
was reviewed. Mean values for each group are 
presented in Table III. 

No toxicity studies were made, as they have 
been amply reported elsewhere.’“*° One asthmatic 
patient developed a mild exfoliative dermatitis, 
but recovered rapidly when the drug was with- 
drawn. 
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Fig. 1. Effects of Carbutamide 1 gm. every six hours 
on glycosuria and blood sugar in patient No. 4. 


Sugar determinations were made by Nelson’s™ 
modification of Somogyi’s method. 


Results 


Inpatients—A favorable response was judged 
as one showing a fall in the mean twenty-four- 
hour urine glucose during the administration of 
the drug, with a rise subsequent to its with- 
drawal. 

Table IV(a) contains results from four patients 
in whom such a success was observed. A less con- 
clusive effect is seen upon the blood sugar levels. 
Results from two patients (Cases 5 and 6), shown 
in Table IV(b), indicate progressive improvement 
throughout the study period. Two patients (Cases 
7 and 8) did not improve, and their results are 
presented in Table IV(c). 

Figure 1 shows individual values for Case 4, 
during the study; unequivocal improvement in the 
urine glucose excretion is demonstrated. Figure 2 
shows similar improvement, with details of the 
reduction in insulin dosage. Figure 3 shows fail- 
ure of response to the drug. 


Outpatients—A reduction in glucose excre- 
tion and blood sugar levels during weeks three and 
four, as compared with weeks one and two and 
five and six, has been taken as a favorable response. 

By this definition, five cases (Group 1) showed 
evidence of success. An additional five cases were 
certain failures (Group 4). In nine cases (Group 
3), progressive improvement was seen during the 
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Fig. 2. Effects of Carbutamide 1 gm. every six hours 
on glycosuria and blood sugar in patient No. 3. Note 
reduction in insulin dosage. 























7 MIM/OOm. 223 158 156 
2308.5 “900m. 35! 289 372 
GLUCOSE Sm/equr, 85 87 164 
_ 219 
140} SEN 7] 
GLUCOSE ” ‘ I / 


6m) 4 Hr. _ Wi / yh ] 
Mh WHY 
My I} 


“TAA 


4 __.PH. INSULIN. UNITS 0M. b 
1 23 45/6 7 8 9 10] 1213 1415 


80- 
































LSS 




















DAY — 





Fig. 3. Effects of Carbutamide 1 gm. every six hours 
on glycosuria and blood sugar in patient No. 7. Insulin 
46 units daily throughout. 


six weeks’ study period, without increase in body 
weight. These results may be due to the better 
observation of diet. Five other patients (Group 2) 
continued to improve in the fifth and sixth weeks, 
but are considered as probable successes because: 
(1) Weight gain continued throughout the six 
weeks’ observation period (Mean values: start of 
trial 161.1, start of BZ55 162.3, end of BZ55 163.2, 
and end of trial 164.3 Ibs.); and (2) the blood 
sugar level in the sixth week was in each case 
higher than in the fifth (Mean values, fifth week 
137, sixth week 160 mg/100 ml. blood (see Fig. 4, 
Group 2) ). 
Groups | and 2 are also presented together. 


Group 2 is recorded separately, but 
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TABLE V. MEAN FASTING BLOOD SUGAR LEVELS pitalized patients can be precisely determined and count 
(mG/100 ML. BLOOD) analyzed. These patients were given a relativel meth« 
= Gomuge 5-4 ching = a Ew Study Period. a large dose of Carbutamide, and when a response ticabi 
Group No. a ears re occurred, it was prompt and dramatic (Table Th 
Geoit | m | i. | — IV(a) and IV (b), Fig. 2). The fall in glucose tion ¢ 
vas | fe | eo ca excretion was usually more impressive than the J deter 
om gh | a | = | decrease in mean blood sugar values, and ap. repre 
eptemnashiecmeionnnenl ink er ss in peared valid in every case. The two patients in for € 
mean 
TABLE VI. MEAN VALUES FOR GLYCOSURIA (USING TESTAPE) twee! 
Groups 1-4 During the Six Weeks’ Study Period that 
= ————— of re 
= Before = he "4 ___ After — _ tients 
eer © S ZRF TEU. ete ete SESERESE. Carb 
Group 1 |} 28 | 19} 11} 4] 2/43/17] 6| of of 19| 35] 13 | of] 1 from 
Grupeié2 |20|i8|u| 6] 7|s/ie|'o|'3| 2]ar|sliz| al 3 at 
go BPEL BL S| oye] ] | BB] by 3 2 

Bet feed Set Bd St | nt | to be 
1=0, 2 =0.10, 3 =0.25, 4 =0.50, 5 =2 or more per cent glycosuria. For details, see text. mide 

tient 
Tables V and VI contain the mean results from Table IV(b) who continued to show improvement tinu! 
observations on the blood and urine respectively. after the drug was withdrawn may be thought to dete 
They are arranged as Groups 1-4. Figure 4 repre- have done so on the basis of diet and hospitaliza- | an 
sents the results diagrammatically. tion alone. However, it is known that Carbuta- V 
Certain differences are apparent on inspection. mide may persist in the blood for as long as six whe 
It is seen that the average age and age of onset days after the drug has been stopped.’ In short- sulfc 
of the disease is much higher in Group 1 (62,54), term study periods of five days, improvement in tion 
than in Group 4 (40,27) and also that its average the third period was probably due to continuing seve 
duration is less (8.1, 13 years). All patients in action of the drug. This may represent an individ- thes 
Group | were overweight, as compared with only ual difference in susceptibility to Carbutamide, for sa 
one in Group 4. A family history of the disease all grades of response can be seen in patients | thei 
was present in two of Group 1, and in three of through 6, varying from total relapse after the did 
Group 4. Only in Group 2 was weight gain con- drug was withdrawn (Case 3) to almost complete bata 
siderable (mean 3.2 lbs.) over the six weeks’ obser- elimination of glycosuria (Case 6). The two i 
vation period. patients who failed to respond in this trial were dail 
: . both thin juvenile diabetics who required insulin, thr 

Discussion whereas four of the other six were obese noninsu- _ 

The evaluation of a hypoglycemic agent in lin-requiring diabetics. Certainly, it is possible to but 
diabetic patients presents many difficulties. Ap- determine response or lack of response promptly - 
parent poor control may not result from inherent by this method, but it is time consuming and oie 
instability of the disease but rather from lack of expensive for the patient. mn 
attention on the part of the individual patient to The outpatient trial has the advantage of not ea 
his particular regimen. Any improvement of the interfering with the patient’s way of life. The hay 
diabetic status of these patients must be judged method of testing the urine has some drawbacks; _ 
in the light of all the variable factors that are the scale is unfortunate, and it would be prefer- dr 
present, such as diet, exercise, amount of insulin able to have information of urinary glucose values de 
and accuracy in performing the tests. For this between 0.5 and 2.0 per cent. Moreover, there -_ 
reason, a controlled study is valuable since each is some fading of tape, which makes retrospective - 
patient may serve as his own control with the grading difficult in certain cases. But protective wh 
use of a placebo, as in the outpatient trial, or many experiments have shown that this does not invali- 
of the variables may be removed by hospitalization date the procedure. All these variables operate 7 
as in the inpatient trial. throughout the six weeks of the trial, and effects Ce 
The results obtained in Method 1 on_hos- confined to weeks three and four cannot be dis- “ 
Or 
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counted on these grounds alone. In its favor the 
method has objectivity, convenience and_prac- 
ticability. 

The results have been classified by simple inspec- 
tion of the data. To show the basis on which the 
determination was made, Tables V and VI are 
represented graphically in Fig. 4. Individual values 
for each patient have not been given but only the 
mean values for each group. The difference be- 
tween Groups | and 2 is slight, and it is probable 
that patients in both groups have the same order 
of responsiveness to Carbutamide. Group 3 pa- 
tients who showed progressive improvement after 
Carbutamide was stopped have been separated 
from the others, because the continuing decrease 
in blood sugar and glycosuria cannot be considered 
to be due to the persistence of action of Carbuta- 
mide on the evidence now available. These pa- 
tients are included in the followup study con- 
tinuing at present and it is hoped that this will 
determine whether the difference between Groups 
| and 2 and Group 3 is real or apparent. 

Various factors have been said to indicate 
whether or not a given patient will respond to the 
sulfonylureas. These include age of onset, dura- 
tion of the diabetes, habitus of the patient, and 
severity of the diabetes. Tables I and II include 
these basic data for all patients. Those who re- 
sponded favorably to the drugs were older, and 
their disease began later in life than those who 
did not. Most patients who showed a good result 
were obese, while those who failed to improve 
were mostly underweight or normal. The average 
daily insulin dose of the failures was approximately 
three times that of the successes. ‘The mean dura- 
tion of the diabetes was greater in the failures 
but the difference was not striking. While the com- 
parison of this type of mean value may indicate 
trends and allow generalization to be made, occa- 
sional patients were found who appeared to 
respond well to the drug though this would not 
have been predicted in advance. One such patient 
in Group 3 who had a marked response to the 
drug was a thin male, age fifty-five, who had 
developed diabetes thirty years previously and who 
Was taking twenty-five units of insulin daily with 
indifferent control. Another, a colored woman, 
who had had diabetes for twenty-four years and 
required 102 units of insulin daily, also showed a 
marked progressive improvement while receiving 
Carbutamide. Therefore, with the possible excep- 
tion of unstable juvenile patients, it should not be 
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Fig. 4. Histogram of mean results in Groups 1-4 
during the outpatient study. 


assumed that an individual patient will not re- 
spond to the drugs before they have been tried. 
No attempt has been made in the work de- 
scribed here to determine whether a response to 
the sulfonylureas will necessarily benefit the pa- 
tient, nor has insulin been systematically elimi- 
nated from the patient’s regimen. It appears in 
many instances that patients having mild diabetes 
and requiring small doses of insulin may be con- 
tinued on sulfonylurea therapy without insulin. It 
also seems that those patients whose glycosuria 
and hyperglycemia are most improved are the 
obese patients with mild diabetes, who should be 
adequately controlled by diet alone. The last two 
columns of Table II list the mean weight changes 
for the patients in all groups; only slight differ- 
ences are seen following administration of the 
drug for two weeks. However, as the drug is con- 
tinued during the follow-up period, indications are 
appearing that those patients who respond are 
gaining weight in spite of the fact that they seem 


(Continued on Page 1217) 
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Diabetic Retinopathy for the 
General Practitioner 


HIS article is being written with the thought 

in mind that many men who read this Jour- 
NAL do not use their ophthalmoscope routinely 
and that a bit of encouragement might add 
valuable information to seeing the patient as a 
whole. In this particular instance, the patient 
with diabetes. 


First, it is important that we take stock of 
the instruments we use to elicit the eye findings. 
A pen light with a sharp-edged beam will make 
vascularization of the iris and lens opacities easier 
to see. The ophthalmoscope, differing from a 
stethoscope, needs frequent attention. First it 
should be a scope which can be quickly changed 
from pinhole to full beam light without dismant- 
ling. Look to see that the bulb is not dark with 
carbon, which will reduce the light. Keep the 
batteries fresh. The lenses through which you 
look must be kept clean; the amount of dirt 
that has collected on them may surprise you. 
With a cotton applicator and some waste ether 
these can be quickly cleaned. 

Since it is reminding rather than informing 
that most of us need, let us review a few points 
on getting and sharpening a fundus picture. Most 
men practicing general medicine do not wish to 
dilate the pupil for fundas nor look for the 
possible ocular pressure change it might precipi- 
tate. Without dilating, the best findings can be 
made in a darkened room where physiologic dila- 
tation takes place. The examination should be 
started with the observer’s scope about twelve 
inches in front of the eye. Looking through the 
pupil from this distance, with the patient looking 
just to his left of the light (if it is the right eye 
being observed), turn the lenses in the scope 
until a good, clear, red reflex is observed. Then 
the presence of the opacities in the lens and 
media of the eye can be observed. With the 
patient’s eye in this position, move close to the 
eye and, with a minor change only in the lens 
power, the optic disc will come into sharp de- 
finition. If the corneal reflex is disturbing, tilt- 
ing the scope and catching the pupil with the 
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edge of the beam permits a view more easily, 
Also a few seconds of staring permits a focus 
which at first is difficult. 


Clinical Findings 


With diabetic changes of the retina in mind, 
once a good view of the fundus is obtained there 
may be little change seen from normal if changes 
are early. The disc will be normal and the 
macula, which is fifteen degrees temporal to the 
disc, will also be normal. The area between 
the disc and macula, designated centrocecal, may 
show a single or several punctate hemorrhagic 
spots without surrounding inflammation. A bit 
more advanced changes will show white sharply- 
marginated exudates, usually arranged in a cir- 
cular halo around the macula; again these are 
without inflammation. In the younger diabetic 
patient, particularly one who is reacting badly 
to his diabetes, gray streaks may be seen origin- 
ating in the vicinity of the disc and extending 
out into the vitreous or stretching out across the 
retina. The level of these changes can be de- 
termined by moving the light beam back and 
forth across them. If they stand still they are 
on the retina, if they seem to move they are in 
the media. This is known as paralax. These gray 
streaks are proliferative retinitis and soon will 
carry with them small new formed vessels which 
lead to hemorrhages and more _ proliferation. 
Further extension of this may lead to organization 
of the vitreous, or shrinking of the bands and 
retinal separation. Where diabetes comes on in 
later years, less violent changes are more apt to 
occur. Here, where vascular sclerosis and ather- 
omatous changes are present, sudden loss of vision 
er partial field loss may occur as a result of 
central venous occlusion. Although this is not 
exclusively a diabetic change, it is much more 
prevalent in the diabetic. Here the retinal veins 
are markedly dilated with an arteriovenous ratio 
about 1 to 4 or more, rather than the normal 
3 to 4. Hemorrhages which are linear, flame- 
shaped and blotchy may be present throughout 
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the fundus. Occasionally, the hemorrhage may 
be preretinal and obscure all retinal markings. 
Many times the eye findings are the first indica- 
tion that the patient may have diabetes. This 
does not mean, however, that this marks the 
onset of his diabetes; on the contrary, it means 
that diabetes has been present for many years. 


Speculative and Investigative Thinking 
On Diabetic Retinopathy 


Just why retinal changes occur has not yet 
been determined. A great deal of effort and con- 
structive thinking has gone into the solving of 
this problem and almost any hypothesis will find 
supporters to uphold it. However, there are 
many very interesting observations and deduc- 
tions made. Most observers have stressed that 
the occurence of retinal vascular abnormalities 
is in proportion to the duration of the disease 
rather than its severity. In recent years it has 
been brought out that the basic lesions in diabetic 
retinopathy are minute capillary aneurysms and 
that these are the precursors of the punctate 
hemorrhages. More than this, a large percen- 
tage of diabetic patients with capillary aneurysms 
also. have nephritic intercapillary glomerular 
characteristic of Kimmelstiel-Wilson 
syndrome. The frequency of Kimmelstiel-Wilson 
lesions in diabetic patients was emphasized by 
Dana, who states that “out of 196 autopsies on 
diabetics carried out at Johns Hopkins, fifty-seven 
had Kimmelstiel-Wilson lesions present.” He fur- 
ther states that “insulin deficiency is not essential 
for the retinal capillary defect” and concludes that 
“it is likely that the pathogenesis of the capillary 
damage derives from a disturbance of carbohy- 
drate and lipid metabolism, other than the defi- 
ciency of insulin.” 

Friedenwald likewise states that “saccular mi- 
cro-aneurysms of diabetic retinopathy closely re- 
sembling lesions in the glomerulae of the kidney 
in Kimmelstiel-Wilson syndrome commonly occur 
together and that they are manifestations of the 
same disease process, and are dependent on 
atherosclerosis, hypertension or arteriosclerosis.” 
He feels that the vascular lesion in those with 
diabetes may be due to an interaction between 
the metabolic abnormality of diabetes and adreno- 
cortical function. 

This hypothesis has been supported by the fact 
that retinal and glomerular lesions have been 
Procuced experimentally in the rabbit with Al- 
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loxan-induced diabetes by the administration of 
cortisone and corticotropin. Goodman says “In 
diabetes we are dealing with a profound metabolic 
disturbance affecting the metabolic functions of 
many organs and tissues, resulting in a state of 
imbalance of the pancreatic, anterior pituitary, 
and adrenocortical hormones. Since few diabetic 
patients even with the assistance of insulin and 
diet can respond at all times in a completely 
physiologic manner to insulin, food, exercise, et 
cetera, metabolic deviations from normal must 
be expected.” From this it would follow that 
retinopathy and glomerulosclerosis are caused not 
alone by the lack of insulin but beyond by the 
preponderance of the pituitary and adrenocortical 
hormones. 

More and more it seems to be pointed up that 
the incidence of retinopathy in diabetes is not 
related so much to the control and severity of the 
disease but rather to the duration. Three dif- 
ferent observers in taking a large group of un- 
selected diabetic patients came up with about 
the same incidence, percentagewise. Cowan-Car- 
michael and Campana found retinopathy in 43 
per cent (215 of 500 unselected patients having 
diabetes), Spoont 42 per cent, and Brill and his 
associates 40 per cent. 


Treatment 


Little that has been done seems to have a great 
deal of effect on the control of diabetic retinop- 
athy once it has started. 

Many investigators have shown that capillary 
fragility is a manifestation of diabetes and that 
the duration of the disease is more important 
than the chronologic age of the patient in the 
manifestation of the fragility. Ruling out blood 
dyscrasia and vitamin C deficiency, various prep- 
arations have been used for their effect on capil- 
lary permeability. Rutin is probably the most 
popular of these. Goodman quotes statistics on 
Rutin: “180 mg. daily were given for three months 
without any change in the retinopathy.” Even 
though its effectiveness is questionable, it is still 
freely administered. 

Testosterone was used by Saskin, Waldman and 
Pelner, rationalizing that diabetic retinopathy oc- 
curs more frequently and earlier in women than 
men, that there is possible liver dysfunction in 
diabetes with vascular disease, and that there is 
usually a negative nitrogen balance present. Sas- 
kin showed that the damaged liver is unable to 
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inactivate estrogen but still can inactivate andro- 
gen, thus resulting in overabundance of estrogen. 
Testosterone is an anabolic steriod, so substitu- 
tion was made with it. Using it, nitrogen balance 
became positive. During the treatment, early 
punctate hemorrhages disappeared but there was 
no effect on the visual loss. Thus, some grounds 
were found to justify the use of testosterone and 
to suspect damaged liver as a possible prerequisite 
for retinopathy to occur. 

It is quite well agreed that when diabetes 
presents itself early in life, more violent types 
of retinopathy are prone to occur. These are the 
ones in whom the diabetes is more difficult to 
control largely because of patients’ co-operation. 
It is my observation that when retinopathy oc- 
curs in the adult, the rapidity of breakdown has 
a fairly direct relationship to the control of dia- 
betes. On 
moderate retinopathy become severe following a 


several occasions I have seen a 
month or two of Florida vacation, during which 
To me the 


form of treatment still is prophylactic emphasis 


diabetes was very secondary. best 
on meticulous control of the diabetes rather than 
attempts to rectify end results of deterioration. 
Along with the medical control of diabetes goes 
physical and psychologic control. In this con- 
nection Duke-Elder lists these four points in order 
of importance: (1) dispel anxiety, (2) reduce 
speed, (3) lessen intake and promote elimination, 


and (4) exclude toxemia. 
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Many people suffering from diabetes wonder jf 
they should stop reading and watching television; 
this has no apparent effect on the progress of the 
retinopathy. I quote Duke-Elder again, “When. 
despite optical accessories it becomes difficult to 
read, it is usually much more advisable for psy- 
chological reasons to prohibit it rather than to al- 
low the patient to be constantly annoyed and dis- 
tressed by his difficulties in attempting a task 
which becomes more and more trying and ulti- 
mately impossible.” 
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in poorly controlled cases after fifteen to twenty 


years. 


The degree of diabetes and the insulin require- 
ment does not always remain constant after the 
initial control has betn established. It may vary 
under certain conditions: (1) Change in muscular 
activity brought on by change in work or play 
activities; (2) emotional upset; (3) infections; or 


4) many other less obvious factors. Continuous 
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repeated checkup examinations are therefore of 
the utmost importance. 

Successful treatment of diabetes requires much 
time and patience on the part of the physician, but 
I know of no place in medicine where the doctor 
will get as much pleasure and satisfaction as from 
the realization that he has carried a diabetic pa- 
tient successfully for twenty-five to thirty years. 
As time goes on I hope to change that statement 
to “fifty to sixty years.” 
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Brittle Diabetes 


RITTLE diabetes, orginally described by 

Woodyatt, includes those patients showing 
wide fluctuations of hyperglycemia and _ hypogly- 
cemia under ideal metabolic conditions. These 
variations may occur even though the diet is con- 
stant, exercise adequate, insulin dosage accurate, 
and as far as can be determined no abnormalities 
of the pituitary, thyroid and adrenal gland exist. 

Fortunately, this group of diabetic patients is 
quite small and the incidence would seem to be 
about 1 to 2 per cent of the diabetic population. 
We have been impressed, however, that many 
patients diagnosed as having “brittle diabetes” 
actually do not have it, and their so-called brittle 
state arises from improper control. 

Numerous attempts have been made to explain 
this labile pattern. The recent invesigtations of 
jornstein & Lawrence’ and the work of Wren- 
shall? give basis for a plausible explanation. The 
lack of endogenous insulin in adults who are thin 
and subject to ketosis, and similar findings in 
juveniles, may account for this lability. As Rick- 
etts has stated, “It seems likely that variable se- 
cretions of insulin for those who are able to ac- 
complish it prevent rather than cause wide cx- 
cursions of the blood sugar.” 

The brittle diabetic patient may be described as 
thin, often uncooperative, tense and at times de- 
pressed. His diabetes usually begins in the ju- 
venile period and has been punctuated by hypo- 
glycemic reactions with or without convulsive 
seizures. Diabetic acidosis may develop rapidly 
and the etiology of the acidosis is often difficult 
to explain. For this reason, such patients are fre- 
quently considered uncooperative and _ irresponsi- 
ble. It is difficult to evaluate the role of the cen- 
tral nervous system in brittle diabetes. Therefore, 
psychotherapy and sympathetic understanding of 
the problem are an important aid in the therapy 
of this group. The juvenile patients must have 
Cooperative parents with a clear insight into the 
problem confronting them. 

Before discussing definitive therapy of the brittle 
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diabetes, one should consider aspects that may 
contribute to the brittle state. After a thorough 
physical examination, the following conditions 
should be studied, as they may contribute to the 
labile pattern: Chronic lung disease, thyrotoxico- 
sis, foci of infection, anxiety tension states, liver 
disease, incorrect diet, improper insulin absorption, 
and convulsive seizures. If any of the above con- 
ditions are present, adequate treatment may aid 
in establishing a more stable state. 

Management of the brittle diabetic will be sim- 
plified if one considers several factors. 


Diet.—-Meticulous attention to the diet is of 
great importance. It seems to us that the carbo- 
hydrate content of the diet is frequently too high 
in such patients. If a lower level of carbohydrate 
intake and an elevated protein intake is prescribed, 
the fluctuation in blood sugar may be decreased. 
Carbohydrate levels of 120 to 200 grams seem 
adequate. The protein content may be raised to 
120 to 140 grams, and fat for sufficient calories. 
Specific variations in the diet would depend on 
the severity, age, and activity of the individual 
patient. The distribution of the diet is likewise 
important. Various schemes have been advocated 
and the use of three meals with deductions from 
each meal for the evening lunch period will prove 
effective. Recently we have utilized a diet dis- 
tribution of 25 per cent for each of four meals. 
Such feedings are given at 7 a.m., 12 noon, 6 and 
10 p.m. Utilizing such a division of diet, with 
proper dietary education and accurate weighing 
of the food, a labile patient may assume a more 
normal pattern. 


Insulin.—lIt is our opinion that the brittle pa- 
tient will need two or more injections of insulin 
daily. If crystalline insulin is to be used alone, it 
then becomes necessary to administer it before 
each of the three or four feedings daily. Satisfac- 
tory control can be achieved by this technique, its 
only drawback being the use of multiple injections. 
The split insulin dosage technique has been em- 
ployed in the treatment of most of our brittle 
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diabetic patients. We prefer to use the interme- 
diate acting insulin, such as NPH or Lente, in 
the following way: 60 per cent of the total dosage 
is given in the morning prior to breakfast; the 
second dose of 40 per cent is then administered 
after the third feeding. In some cases P21 or ultra 
Lente has been used for the second or evening 
dosage, and it may decrease the twenty-four-hour 
quantitative sugar glycosuria. If the before-noon 
blood sugar remains elevated, a mixture of crystal- 
line and intermediate insulin is given as the morn- 
ing dose. Thus, with various combinations of in- 
termediate and crystalline insulin, administered 
at least twice daily and with wider distribution of 
the diet, we attempt to convert the labile patient 
to one relatively free from hypoglycemic reactions 
and hyperglycemic fluctuations. At times, such 
conversion is difficult and impossible in certain 
individuals. 


Exercise—The knowledge of the patient’s activ- 
ity and habits must be incorporated in the therapy. 
We outline certain exercise routines that are mild 
and compatible with his working and living habits. 
Perhaps this is a small detail, but to us it seems 
important. 


Drugs.—Recently an effort has been made to 
utilize the newer so-called tranquilizing drugs in 
patients whose psychogenic make-up seems to 
indicate them. The use of Reserpine,® Equanil® 
(Meprobamine) and phenobarbital are important 
adjuncts in therapy of brittle diabetes. 

Steroid hormones in brittle unstable diabetes 
have been advocated, but our experience with such 
drugs, although quite limited, has not been too 
encouraging. At the present time one patient is 
doing better with the added use of cortisone than 
at any time previously. 


Education.—The education of patients and 
their families is quite important, and it is our aim 





BRITTLE DIABETES—SHERIDAN 


that they understand thoroughly the problems of 
hypoglycemia and hyperglycemia. Not only dog 
the patient test his urine for sugar, but also fo 
ketone bodies, and if abnormal amounts are found 
the patient is advised to seek help in order to 
prevent more serious episodes. Blood sugars ar 
taken before each meal and at bedtime, and jy 
addition the twenty-four-hour quantitative gly. 
cose is determined every second or third day, 

The standard of treatment must be high iy 
brittle diabetes. A blood sugar value of near nor. 
mal range is advocated, consistent, of course, with 
the avoidance of hypoglycemia. Hypoglycemia i 
probably a more dangerous hazard than is trans. 
ent hyperglycemia, as most cases of severe acidosis 
can be avoided if the appearance of ketones in 
the urine are promtly reported. 


Summary 






We have attempted to outline a regime tha ¥ 


seems practical in a group of patients whos 
real problem and etiology is still unsolved. Natur- 
ally, each case must be handled individually. We 


feel it is important to employ all types of insulin F 
The diet must be strict, & 


in order to achieve this. 
high in protein, given frequently and, above all 
of the same daily consistency as to time and quar- 


tity. Likewise, exercise should be regulated in the 


individual patient. A thorough understanding o 
the problem, its importance and_ ramifications 
must be realized by the patient and, above all, by 
a sympathetic physician. 
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Bald and balding men have now been flattered 
to the point where they are probably going to be in- 
sufferable. Dr. M. Wharton Young, an anatomy pro- 
fessor at Howard University, has told the National 
Medical Association that baldness is caused by growth 
of the brain. It’s a long chain of actions and reactions, 
but the upshot is that if you’ve kept your hair it’s 
because your brain hasn’t been growing. 

This comes pretty close to saying a man who hasn’t 
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at least started to go bald has a case of arrested mental 
development. Anybody who still has a scalp that would 
be attractive to a Sioux is likely to be incensed about 
this, and want to see Dr. Young get his comeuppantt 
Be patient. He will. Just wait till the day the ladies 
ambush him. Dr. Young also said that the reason mot 
women escape baldness is that they have smaller braits 
than men to begin with, and they don’t grow Vél! 
fast anyway.—Detroit Free Press, August 23, 1956. 


JMSMS & 








CTS IU NE hao 






Ob 


O 


pena 
incre 
for d 


at les 


Fo 
diab 
who 
In a 
not 
burd 
fiftee 
histo 
reve: 
babi 


viou 


obes 
offer 
tion 
ing 
and 
proc 
aca 
an 

utili 
pers 
une 
to | 
long 
of 1 
inhe 
of 1 
are 
diat 
red) 
bet: 
dial 
per 
inte 
cre; 


dev 


Clir 
Oc1 
















lems of 
aly does 
also for 
e found, 
order to 
Pars are 
and in 
ive glu. 
day, 
high in 
éar nor- 
rse, with 
cemia is 
s transi. 
acidosis 


Obesity and Diabetes Mellitus 
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mality in the United States’ and, along with 
penalties in the form of discomfort, ill-health and 
increased mortality, it carries a great predilection 
for diabetes mellitus. In fact, every person who is 
at least 20 per cent overweight is a diabetic suspect. 

For every obese individual who is known to have 
diabetes, there is probably at least one obese person 
who has the disease without being aware of it. 
In addition, there is an unknown number who are 
not diabetic at present, but, with the persistent 
burden of obesity, will become diabetic in five, ten, 
fifteen or even twenty years. If there is a family 
history of diabetes, or if the pregnancy record 
reveals spontaneous abortions, stillbirths, or large 
babies, the likelihood of diabetes, hidden or ob- 
vious, is greatly increased. 

The exact nature of the relationship between 
obesity and diabetes is not clear, but Long? has 
offered a plausible theory based upon the participa- 
Assum- 
ing that an individual who maintains a constant 
and normal body weight requires a certain daily 
production of insulin, it follows that one who has 
a caloric intake in excess of daily needs will require 
an additional daily production of insulin to be 
utilized in the deposition of fat. When this 
persists over a period of many years, it is not 
unexpected that eventually the pancreas is unable 
to provide an adequate supply of insulin. How 
long it takes for this to occur is probably a function 
of the degree of excess intake of food and the 
inherent capacity of the pancreas. At first, a state 
of relative insulin deficiency occurs. In this stage, 
a reduction in the demand for insulin by imme- 
diate correction of the caloric intake and eventual 
reduction in weight will re-establish an equilibrium 
between supply and demand. In other words, the 
diabetes is reversible. Eventually, however, with 
persistence of a relative insulin deficiency and 
intermittent or persistent hyperglycemia, the pan- 
creas becomes exhausted and an irreversible stage 
develops. Diabetic symptoms occur and dietary 


tion of insulin in the metabolism of fat. 





From the Department of Internal Medicine, Lahey 
Clinic, Boston, Massachusetts, 


Octoner, 1956 


By Rosemary Murphy, M.D. 
Boston, Massachusetts 


management is no longer sufficient. An exogenous 
supply of insulin must be given. 

If it is impossible, as it would seem at the 
present time, to get all obese individuals to reduce 
their weight to normal, it is certainly essential that 
the diabetic person in the state of relative insulin 
deficiency be discovered. At this stage, a routine 
urine examination, or even a fasting blood sugar 
determination, is inadequate, since many of these 
individuals will have no glycosuria and _ their 
fasting blood sugars will be normal. Every obese 
person should have a postprandial urine test for 
sugar and a blood sugar determination made one 
to one-and-a-half hours after a carbohydrate rich 
meal or after an oral dose of 100 gm. of glucose. 
Anderson* has suggested a six-minute responsive- 
ness test to insulin as a means of detecting an early 
defect in obese individuals who may demonstrate a 
normal glucose tolerance test. 

It is also important to remember that just be- 
cause an obese person has been tested and proved 
not to have diabetes, there is no assurance that the 
disease may not develop six months, a year, five 
years, or even twenty years from the time of test- 
ing. The obese person is, and remains, a diabetic 
suspect as long as he continues to be obese. 

The obese diabetic patient differs in so many 
respects from the thin diabetic patient that it is 
extremely helpful to be well aware of the charac- 
teristics usually found in the former group. Al- 
though all adults with diabetes are not obese, most 
obese diabetic persons are adult. The onset of the 
disease usually occurs after the age of forty years 
and the patients are predominantly women.‘ Ap- 
proximately one-fourth of the patients give a 
family history of diabetes, while two-thirds give a 
family history of obesity. The patient’s past his- 
tory usually reveals that obesity has been present 
for many years and, if pregnancies have occurred, 
there is frequently a history of early abortions, 
stillbirths, or babies with birth weights of ten 
pounds or over. In fact, the latter finding may 
serve as a clue to potential diabetes as many as 
ten to twenty years before the onset of the disease.® 

Diabetes in the obese patient is usually stable 
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in type. Often it can be controlled rapidly by 
reduction of dietary carbohydrates and the control 
maintained by reduction in weight. Ketosis rarely 
occurs, and in those individuals who require in- 
sulin, hypoglycemic episodes are not common. 
Even in those in whom a normoglycemia is not 
achieved, diabetic symptoms may not occur for 
many years. 

It is this apparent toleration of hyperglycemia 
that has led to the mistaken idea that diabetes in 
the obese patient is “mild” and need not be given 
as serious consideration as diabetes in the thin 
individual. Actually, the obese diabetic patient is 
heir to all the serious complications of the thinner. 
more labile type. Eventually the disease, if uncon- 
trolled, becomes “decompensated” and the classic 
symptoms of diabetes develop. 

Recent investigations of the adult obese diabetic 
patient suggest that usually there is not an abso- 
lute deficiency of insulin. The extractable insulin 
from the pancreas at autopsy is approximately 50 
per cent normal® and the plasma insulin content is 
about 70 per cent normal.’ Presumably, these 
patients are in a state of relative insulin deficiency. 
The beta cells of their pancreases are unable to 
secrete sufficient insulin to meet the excessive 
demands of the fat depots, and, possibly, to over- 
come the action of one or more contra-insulin 
factors (growth hormone?, adrenal hormones?, 
insulinase?, glucagon?, and so forth). In some in- 
stances, if not all, this deficiency may be facilitated 
by a congenitally limited insular capacity. 

Bearn, Billing and Sherlock*® have shown that 
this group is characterized by fatty changes in the 
liver and hepatic insensitiveness as shown by a 
smaller fall than normal in the hepatic glucose 
output in response to insulin. . 

The treatment of this group of diabetic patients 
deserves special attention. A “laissez faire” atti- 
tude deprives the patient of an opportunity to 
avoid serious complications at some time in the 
future. Even if the patient is completely asymp- 
tomatic, he should be told that he has diabetes 
mellitus, not that he has a “mild case” or “a 
little sugar.’ He should be instructed in the essen- 
tial features of dietary management, urged to 
check the urine regularly for sugar, and impressed 
with the importance of weight reduction. He must 
be informed that the program is not a temporary 
one to be discontinued when glycosuria disappears, 
but a lifetime project. He must be alerted to the 
fact that lapses in management with recurrences 
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of hyperglycemia and glycosuria usually mean ap 
increased severity of the disease and increased 
difficulty in management. 

The recently introduced antidiabetic sulfona- 
mide drugs, Orinase and Carbutamide,’ have 
added new agents for treatment of this group of 
patients. Although there is still uncertainty con. 
cerning the mode of action of these drugs, it seems 
relatively certain that they are most likely to be 
effective in diabetic patients who still possess the 
capacity to secrete insulin. Consequently. they 
appear to have their greatest value in the treat- 
ment of patients in the obese group. The hypo- 
glycemic responsiveness to these drugs can be 
determined in an individual patient by estimating 
the blood sugar before and four to six hours after 
a test dose of 2.5 or 3.0 gm. If the patient 
responds to the medication by a significant fall in 
blood sugar, then a trial of treatment may be 
given using 2.5 gm. on the first day, 1.5 em. on 
the second day, and 1.0 gm. daily thereafter. If 
one of these drugs is used in the treatment, it is 
essential to remember the following points: (1) 
The medication is an adjunct to, not a substitute 
for, dietary management; (2) the patient must be 
kept under close observation for the development 
of toxic side effects, such as rash, leukopenia, 
crystalluria and possibly jaundice; (3) in the 
presence of infection, surgical operations, and 
especially with ketosis, insulin must be used, since 
the drugs, even in increased dosages, will not sub- 
stitute for insulin; and (4) these drugs are not 
an easy way out in the treatment of diabetes; they 
should be used with caution and only in patients 
who have proved that they are faithful and 
dependable. 


Summary 


The obese individual remains a diabetic suspect 
throughout his life span. He should be checked 
frequently for diabetes and constantly guided in 
weight reduction. Diabetes in the adult obese per- 
son differs significantly from the disease in the thin 
adult. It is reversible in the early stages, but, if 
uncorrected, proceeds to an irreversible stage. In 
the early phase, weight reduction usually suffices 
for control. In the later stages, insulin is required. 
Some patients at this stage may respond to one of 
the new antidiabetic sulfonamides. At no time 
should the situation be treated lightly, and the 

(Continued on Page 1227) 
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Diabetes and Pregnancy 


N THE pre-insulin era, pregnancy was a rare 

complication of diabetes because of the infer- 
tility of the diabetic woman. When pregnancy did 
occur, it was often interrupted early to avoid the 
high maternal mortality. The use of insulin has 
altered the prognosis. No longer is the maternal 
mortality prohibitive. more 
often because of improved fertility and may be 
carried uninterrupted; however, the increased 
fetal wastage that was quickly recognized by the 
early workers has not been universally reduced to 


Pregnancy occurs 


the nondiabetic level. Corrective measures com- 
bining assiduous diabetic control, careful pre- 
natal care and early timed delivery have been suc- 
cessful in lowering fetal mortality. Female sex 
hormones have also been used in conjunction with 
the above measures. Maternal mortality has been 
reduced to the nondiabetic level, but the inci- 
dence of gestational morbidity remains higher in 
the diabetic mother. 

The problem of establishing accurately the di- 
agnosis of mild diabetes mellitus during pregnancy 
may be considerable. The diagnosis of severe 
diabetes is easy. The criteria established for the 
nongravid person must be altered to take into 
consideration the variable metabolic changes that 
occur during pregnancy. Any melituria should 
alert one to the possibility of diabetes mellitus 
and not be passed off without investigation as 
renal glycosuria or lactosuria. Blood sugar de- 
terminations are warranted in every case. Any 
elevation of the fasting sugar above 120 mg.* 
or any postprandial blood sugar above 200 mg. at 
one hour or 140 mg. at two hours should be 
considered diagnostic of diabetes. A patient with 
a borderline result had best be considered dia- 
betic and managed accordingly until postpartum 
reevaluation can be accomplished. The case his- 


From the Departments of Medicine and Obstetrics, 
Henry Ford Hospital, Detroit, Michigan. Dr. White- 
house is associate physician and Dr. Lowrie is physician- 
m-charge, Division of Metabolism, and Dr. Hodgkinson 
is gynecologist-obstetrician-in-chief. 

*—blood sugar figures indicate milligrams per 100 
ce. of blood (Folin-Wu technique). 


OctozrR. 1956 


By Fred W. Whitehouse, M.D., 
William L. Lowrie, M.D., and 
C. Paul Hodgkinson, M.D. 


Detroit, Michigan 


tory is also important, and any mother whose 
baby’s birth weight exceeds 4000 grams should be 
tested for latent diabetes, especially if a positive 
family history for diabetes exists. 

In the past five years several large series of 
patients having diabetes and pregnancy have been 
reported.*"° We wish to record our experience 
with this combination and make some general and 
specific comments on the management of the in- 
dividual patient. Pregnancy in the female diabetic 
population will steadily increase as more juvenile 
diabetic patients survive to maturity. 


Material 

Forty diabetic women having seventy-three 
pregnancies were treated at the Henry Ford Hos- 
pital between January, 1947, and June, 1956. All 
but seven were followed through their entire ges- 
tational period, including delivery, by the diabetic 
and obstetric clinics. Of the sixty-six pregnancies 
closely followed, our study covers the sixty-one 
cases carried to fetal viability. There were five 
early fetal losses. 

Prior to the onset of diabetes, these forty women 
had thirty-two pregnancies, carrying twenty-eight 
to viability with a fetal survival of 78 per cent 
(twenty-two infants). This group had seven preg- 
nancies observed elsewhere following the onset of 
diabetes. Three were carried to viability, but 
only one infant survived. 

Of the sixty-one pregnancies followed, forty- 
two surviving infants were delivered, for a salvage 
rate of 68.8 per cent. There were nineteen fatali- 
ties, including fourteen stillbirths and five neo- 
natal deaths. Our fetal wastage after viability was 
31.2 per cent, a six-fold increase over a similar 
nondiabetic group. Some of the reasons for this 
tragic loss will be dealt with later. There was no 
maternal mortality. 


Classification 
Age.—At the onset of pregnancy, fifty-one of 
the sixty-one pregnancies occurred between twenty 
and forty years of age. Seven patients were under 
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There were 
thirty-five white and five negro mothers. 


twenty and three were over forty. 







Diabetes.—All forty patients had frank diabetes. 
In thirty-eight patients of this group, known dia- 
betes existed at the onset of pregnancy, while 
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Fig. 1. 


diabetes was discovered during pregnancy in two. 
Figure 1 indicates the duration of the diabetes at 
the onset of each pregnancy. It points out that 
77 per cent of our series had diabetes for less 
than ten years. One patient had diabetes for 
twenty-five years and was delivered of a living 
baby. 

Thirty-seven patients were on insulin therapy 
at the onset of pregnancy. Two patients required 
no insulin, and one needed insulin only during 
the gestational period. The effect of pregnancy on 
the insulin requirement was variable. Thirty-six 
cases required an increased amount during the 
gestational period; insulin dosage was stable in 
twenty patients, and five patients were able to 
decrease their insulin dosage. A composite aver- 
age of the daily insulin requirement showed a 20 
per cent increase during the prenatal period. The 
greatest absolute daily increase was 86 units 
(from 40 to 126 units). 

White’ has suggested a classification of maternal 
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TABLE I. 
WHITE’S CLASSIFICATION AND FETAL SURVIVAL 























Class Number Stillbirth Neonatal Per Cent 
Fetal Survival 
A 4 1 1 50 
B 26 7 0 73 
Cc 23 4 3 70 
D 4 1 0 75 
E 1 0 1 
3 1 0 
Total 














diabetes as an aid in the determination of fetal 
prognosis and as a guide in the management of 
the individual case. This classification considers 
the nature and duration of the maternal diabetes 
and the degree of maternal vascular disease para- 
mount. From her experience, White concluded 
that the mother with early onset of diabetes and 
the mother with long-term diabetes and associated 
vascular disease presented the greatest hazard to 
the fetus. She also emphasizes the lesser though 
still significant risk in the “benign” adult short- 
term diabetic group. 

Table I indicates the distribution of our pa- 
tients according to White’s classification and the 
respective fetal survival. The great majority of 
our cases lay in the adult or adolescent group. 
Our experience with the juvenile diabetic or the 
complicated vascular group (Classes D, E, and 
F) is meager. The two fetal deaths in class A 
represent twins born in the thirtieth week. Un- 
fortunately, classes D, E, and F are too small to 
permit a comment on the validity of the classifica- 
tion. Its universal adoption has been urged.® 

Given et al® have suggested total daily insulin 
requirement as a more cogent criterion in the de- 
termination of fetal prognosis. We have arbitrarily 
picked forty units daily as the division between 
“mild” and “severe” diabetes. The insulin dosage 
is based on pregravid requirements. Table II cor- 
relates fetal survival using this criterion. It illus- 
trates the lack of influence of insulin dosage on 
fetal survival. We would not be able to prog- 
nosticate fetal risk using this criterion. 


Parity—There were twenty-two primigravida 
and thirty-nine multigravida patients in our series. 
Table III indicates the effect of parity on fetal 
survival. It should be noted that the fetal survival 
is lower among the primigravida than the mean. 
Classes A through C include 80 per cent of the 
primigravida, while 90 per cent of multigravida 
fall into these classes. Using insulin requirement 
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TABLE II. COMPARISON OF FETAL SURVIVAL 
WITH TYPE OF DIABETES BASED ON INSULIN 





—————————————— — = 


| Number | Still- | Neo- |Per Cent 
born | natal | Survival 





Types of Diabetes 








——_—— 


Mild (40 units or less of insulin 














required per day) | ; | 38 oe | @. | tee 
Severe (over 40 units insulin i ; 
required per day) | 23 5 | 2 69.6 
a _ sas a | | 
Total | 61 


14 | 5 68.8 





_ 


as the criterion, 50 per cent of the former and 
68 per cent of the latter were “mild” diabetics. 
There does seem to be some suggestion that parity 
improves the chances of fetal survival. In a larger 
series, this trend could well be negated or re- 
versed. 


Complications 


Obstetric—The high incidence of preeclamp- 
sia and polyhydramnios in diabetic mothers has 
been documented. Pernicious vomiting and ab- 
normal placental implantation does not appear to 
be more common in the diabetic group. 

Preeclampsia was diagnosed twenty-three times 
in sixty-one pregnancies for an incidence of 37.7 
per cent. In this series it was diagnosed if any 
two of the three cardinal manifestations (hyper- 
tension, edema, albuminuria) existed. The one 
patient with pre-extising hypertensive disease is 
not included in this category. There were nineteen 
surviving infants, for a fetal survival of 83 per 
cent. Three of the fetal deaths were intrauterine 
while one was neonatal. The occurrence of pre- 
eclampsia did not adversely influence the fetal 
survival. Twenty of the twenty-three cases oc- 
curred in Classes B and C with one fetal death, 
while three cases occurred in class D with three 
deaths. 

There were thirteen cases of polyhydramnios. 
In this small group, there were nine surviving in- 
fants (70 per cent). Like preeclampsia, polyhy- 
dramnios did not adversely affect fetal survival. It 
should be pointed out that ten of the thirteen 
cases occurred in the “severe” group, and a 
similar number were in Classes C and D. 

Polyhydramnios and preeclampsia occurred con- 
comitantly nine times, seven of the nine patients 
having “severe” diabetes. There were seven sur- 
Viving infants, so this combination did not seem 
to be exceptionally lethal to the fetus. Four cases 
of combined ketoacidosis and preeclampsia oc- 
curred, all in patients with “mild” diabetes. There 
was one fetal death. 


Ocrorrr, 1956 


DIABETES AND PREGNANCY—WHITEHOUSE ET AL 


TABLE III. 
COMPARISON OF PARITY TO FETAL SURVIVAL 




















Parity Number | Stillborn | Neonatal |Per Cent Survival 
Primiparae 22 7 3 54.5 
Multiparae 39 7 2 77.0 
Total | 61 | 

| 


14 5 | 68.8 





TABLE IV. TEMPORAL OCCURRENCE OF 
KETOACIDOSIS AND ITS EFFECT 
ON FETAL MORTALITY 














Trimester Number | Intrauterine Death | Per Cent Mortality 
First 2 | 0 0 
Second 6 | 2 33 
Third 4 | 3 75 
Total 12 | 5 42 








Five cases of pernicious vomiting of pregnancy 
occurred without fetal loss. There were two 
cases of central placenta praevia with one fetal 
death and one case of abruptio placentae without 
fetal loss. 


Diabetic.—Ketoacidosis has long been recog- 
nized as a disaster of gestation, and the hazard to 
the fetus is enormous. White feels the fetus is 
most vulnerable during the second trimester. How- 
ever, severe hypoglycemia has not been so im- 
plicated. Prenatal infections, particularly in the 
urinary tract, appear to be more common in the 
diabetic mother. 

During the sixty-one gestational periods, there 
were twelve episodes of diabetic ketoacidosis in 
ten patients, an incidence of 19.7 per cent. Eleven 
of these occurred in Classes B and C and ten pa- 
tients had “mild” diabetes. Table IV indicates 
the temporal occurrence of acidosis and its effect 
on fetal survival. It is obvious that no sweeping 
conclusions should be drawn because of the small 
number of cases, but it is interesting to note the 
greater hazard to the fetus when ketoacidosis 
occurs in the third trimester. In the five cases 
with subsequent fetal death, it was clear in each 
case that fetal death was closely related to the 
acidotic episode, but it is difficult to know what 
protected the seven survivors. There was no ma- 
ternal mortality. 


Hypoglycemia with unconsciousness occurred 
four times in three patients, two of these episodes 
being in the third trimester. There was no fetal 
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TABLE V. RELATIONSHIP OF GESTATIONAL 
COMPLICATIONS TO “INSULIN SEVERITY”’ 
AND ITS EFFECT ON FETAL MORTALITY 
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“Mild” (38 cases) “‘Severe”’ (23 cases) 











Complication |— = ——)|— — 
Number | Fetal Loss | Number | Fetal Loss 
Preeclampsia 13 | 2 | 10 3 
Polyhydramnios | 3 0 10 4 
Ketoacidosis 10 3 2 2 
| 


| 2 








TABLE VI. RELATIONSHIP OF MODE OF 
DELIVERY TO FETAL SURVIVAL 











Mode of Delivery | Number 























Stillborn |Neonatal|/Per Cent Survival 
Caesarian section 34 3 | 1 88 
Vaginal 27 | 11 | 4 44 
- aad | 
Total | 61 14 5 | 68.8 


loss. The number of minor insulin reactions is 
not recorded. There seems to be no relation be- 
tween fetal loss and severe hypoglycemia. 

In addition to these recorded complications, 
three pulmonary complications, two cases of acute 
pyelonephritis and a gluteal abscess occurred dur- 
ing the gestational period. There were two cases 
of postpartum phlebothrombosis. 

Table V indicates the relationship of complica- 
tions, both diabetic and obstetric, to the severity of 
diabetes based on insulin requirement. It demon- 
strates the slightly greater incidence of preeclamp- 
sia in the severe group and the reciprocal occur- 
rence of polyhydramnios and ketoacidosis. The 
reason for the higher incidence of polyhydramnios 
in the “severe” group is not clear, although a 
greater derangement of hormonal and electrolyte 
balance may be postulated. The high incidence of 
ketoacidosis in the “mild” group is interesting. 
As pointed out above, 60 per cent of the entire 
group required an increased amount of insulin 
during the prenatal period. In the small series 
with ketoacidosis, 75 per cent required more in- 
sulin. Poor patient cooperation is usually given 
as the most common cause of ketoacidosis, but the 
changing insulin need with resulting insulin de- 
ficiency may have played a role in the genesis of 
the acidosis. This experience points out one fact 
vividly—no diabetic patient is free from the risk 
of ketoacidosis, and no physician should be mis- 
led by the apparent mildness of the diabetes. All 
patients deserve careful observation during this 
stressful period. 

Table V also emphasizes the greater fetal mor- 
tality when complications occur in a patient with 
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“severe” diabetes. It has previously been shown 
that overall fetal survival is identical in the “mild” 
and “severe” group, however, when a complica. 
tion occurs in a “severe” case, the chances of 
fetal loss increases more than twofold. 


Mode of Delivery 


Table VI compares fetal survival with mode of 
delivery. Thirty-four infants (56 per cent) were 
delivered by caesarean section. Four fetal deaths 
occurred. The low fetal survival (44 per cent) 
in the vaginal group is weighted by the election 
of vaginal delivery in seven cases of known in- 
trauterine death. If these cases are eliminated 
from the analysis, a fetal survival of 60 per cent 
is obtained; a figure still well below the excellent 
record obtained by caesarean section. Three 
breech extractions occurred with two neonatal 
and one intrapartum death. Early timed delivery 
has been practiced during this entire period. 
Caesarean sections were done between the thirty- 
fifth and thirty-eighth weeks in twenty-seven cases 
(80 per cent), and nineteen times in the thirty- 
sixth and thirty-seventh weeks. 

Female Sex Hormones 

White has continually advocated the use of fe- 
male sex hormones in the management of the 
pregnant patient with diabetes,”'° believing that 
their use has materially improved fetal survival. 
Others''!* have not been able to corroborate her 
findings. She recommends parenterally adminis- 
tered stilbestrol and progesterone in progressively 
increasing dosage. It should be pointed out that 
no worker has followed her outlined program 
exactly, usually lower dosage and the oral route 
being the major points of departure. Four of our 
patients were treated with short courses of oral 
Use of the female 
sex hormones did not detectably affect the course 
of the pregnancy in any case. No intensive paren- 


stilbestrol in small dosage. 


teral hormonal therapy has been used. 


Analysis of Fetal Loss 
There was a fetal wastage of 31.2 per cent in 
Fourteen 
babies were stillborn, and there were five neonatal 
deaths. Previous mention of the relation of dia- 
betes, per se, gestational complications, and mode 
of delivery to fetal death has been made. Five 
of the fourteen stillbirths were postacidotic, two 
were late gestational intrauterine deaths and ‘one 
occurred in a premature twin. The other six were 


our series of sixty-one pregnancies. 
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either intrauterine or intrapartum deaths of unde- 
termined cause. Table VII indicates the probable 
cause of death in the neonatal group. Congenital 
malformations are said to occur more often in 
the offspring of diabetic women. In our group 
there was one anencephalic monster, but no other 
noted. 
Three cases of hypospadias and one baby with 


major congenital malformations were 


cerebral palsy were encountered. There were 
three deaths following breech extraction. The 
potentially large babies would likely make this 
a hazardous mode of delivery. A composite aver- 
age weight of the forty-two surviving infants is 
3530 grams (seven pounds, twelve ounces). Of 
the surviving infants, 20.4 per cent weighed in 
excess of 4000 grams (about nine pounds) at 
birth. The largest living baby weighed 5630 grams 
(twelve pounds, six ounces). 


Discussion 


The proper management of the pregnant dia- 
betic utilizes sound principles of obstetric and 
medical practice. These principles as applied to 
the diabetic mother include good diabetic con- 
trol, adequate nutrition, avoidance of significant 
ketosis and hypoglycemia, prevention of excessive 
weight gain and preeclampsia, and early timed 
delivery. The use of female sex hormones remains 
controversial, although the results with their use 
strongly suggest their efficacy. 

Diabetic control is as important in the manage- 
ment of the pregnant woman with diabetes as it is 
in any other phase of the diabetic patient’s life. 
Through good chemical control, the added risks 
of ketoacidosis and infection are minimized, and 
the chances of fetal survival improved. A_ basic 
dose of intermediate (NPH, Lente, Globin) or 
long-acting (Protamine-zinc) insulin is used daily 
with additional crystalline insulin as necessary. We 
do not favor any one insulin or combination there- 
of, but have found that sound understanding of 
the time action of the available insulins permits 
successful control using any type. The use of 
protamine-crystalline mixtures or an intermediate 
insulin has afforded the most consistently good 
results. 

Proper chemical control is greatly facilitated by 
frequent office visits by the patient. A plan of 
biweekly visits up to the twenty-fourth-twenty- 
eighth week, then weekly visits until delivery is 
best. (his allows frequent re-evaluation of the 
diabetic status and earlier diagnosis of insulin defi- 
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12 hours 


TABLE VII. ANALYSIS OF NEONATAL DEATHS 


Duration of Life Type of Delivery Presumed Cause 








Section Hvyaline membrane 


1 hour Breech Anencephaly 

6 hours Vertex ‘‘Respiratorv failure’ 

6 hours Breech Subarachnoid 
hemorrhage 

2 hours (twin) Vertex | Prematurity 


ciency or complications. A record of the qualita- 
tive glycosuria at home should be kept daily and 
brought to the attention of the physician at each 
visit. During pregnancy a decreased renal thres- 
hold for glucose exists and must be taken into 
consideration in the management of the individual 
case. The degree of allowable glycosuria per 
twenty-four hours must be individually deter- 
mined. A moderate glycosuria of 10 per cent of 
the daily carbohydrate intake is safe and satis- 
factory. More rigid control will greatly increase 
Ketosis 


must be avoided. We feel the ferric chloride test 


the hazard of repetitive hypoglycemia. 


for diacetic acid affords one a better estimate of 
significant ketosis than the more sensitive powder 
This test 
should be done when excessive glycosuria occurs 


tests currently available for acetone. 


and persists. Extra crystalline insulin should be 
given at once if diacetic acid is present. Insulin 
requirements during pregnancy will vary greatly 
between patients and even in the same patient. 
Close follow-up will detect these changes early and. 
prevent disastrous ketoacidosis. Once delivery has 
been accomplished, decreasing insulin requirement 
in the order of the gestational increase is to be 
expected, and one must be alert to the possibility 
of postpartum hypoglycemia. Follow-up must be 
frequent until insulin stabilization has been 
reached. 

Adequate nutrition is paramount for the preg- 
nant woman. It is no different in the diabetic and 
can be accomplished with the same degree of ease. 
We prescribe a daily caloric formula of 30 calories 
per kilogram of increasing body weight. The pro- 
tein intake should vary from 1.5 to 2.0 grams per 
kilogram per day. Carbohydrate intake should be 
adequate to protect against excessive ketosis but 
be restrictive enough to insure ease of diabetic 
control. We have found 150-230 grams daily to be 
satisfactory. A carbohydrate intake of less than 
150 grams per day will invite undue ketosis. The 
amount of fat in the dietary formula should be 
sufficient to fill the caloric prescription. If exces- 
sive weight gain occurs without edema, the fat 
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intake may be curtailed accordingly. Supplemen- 
tary vitamin intake is important as is daily oral 
iron. Because of the predictable increased risk of 
preeclampsia, the diet should be salt-restricted 
from the beginning. A “no-added” or 4 gram 
NaCl program is satisfactory. If edema occurs, 
the dietary salt may be further restricted to one 
gram per day, and acidifying salts and mercurial 
diuretics added. If frank preeclampsia occurs, im- 
mediate hospitalization is mandatory. In _ those 
patients with underlying vascular disease, the more 
restrictive program should be instituted initially. 
Hydramnios is occasionally prevented by the above 
program. Amniotomy is rarely necessary. 


We have had no experience with the use of 
female sex hormones in the management of the 
pregnant diabetic patient, although four had short 
term oral stilbestrol. No conclusions can be drawn 
from this experience. White’s extraordinary suc- 
cess and high fetal salvage rate in a group of high 
risk patients warrants careful attention by all inter- 
ested in improving fetal prognosis. Many have felt 
that careful diabetic control and early delivery are 
sufficient to increase fetal survival to acceptable 
levels.1-**®1® This subject still is highly controver- 
sial. It would seem justified to adopt her outlined 
program unaltered in selected cases in a further 
attempt to improve fetal salvage. The improved 
fetal prognosis would justify the inconvenience of 
daily hormonal injections. Weekly pregnanediol 
studies seem impractical in the average hospital. 

Early timed delivery either by induction of 
labor and vaginal delivery or by caesarean section 
has been shown to be of value in decreasing fetal 
loss due to late gestational fetal death. Our series 
indicates the highly satisfactory results of caesarean 
section. This has been duplicated elsewhere.*'* 
Some feel early delivery has not completely 
rectified the high fetal loss.’ The difficulty of 
assessing fetal maturity is well known and the 
hazard of delivery of an insufficiently matured 
infant is considerable. Accurate assessment of ges- 
tational duration is paramount in the use of timed 
delivery. Risk of fetal death rises sharply after the 
thirty-sixth-thirty-seventh week. The most favor- 
able time for delivery lies just prior to this time. 
Immediate caesarean section should be performed 
if any signs of fetal distress become apparent. With 
a ripe cervix, a trial of labor might be justified. It 
is most important to individualize each case. 


When timed delivery is elected, an early morn- 
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ing caesarean section is best. No supplementary 
insulin is given on the day prior to delivery, and 
one-half the basic depot insulin dose is admin. 
istered on the morning of delivery. Intravenoys 
glucose should replace the usual oral feedings, an 
infusion being given during delivery. Following 
delivery, supplementary insulin prevents excessive 
glycosuria. An adequate basic dose of depot in. 
sulin is then reinstituted on the first postpartum 
day, and a progressive liquid to full diabetic diet js 
offered the patient as tolerated. An alternate pro. 
gram of omission of depot insulin for twenty-four- 
forty-eight hours and the use of supplementary 
crystalline insulin has been employed with equal 
success. One must always remember that the 
insulin requirement following delivery usually falls 
proportional to the gestational rise, and one must 
avoid overzealous insulin administration. 


No less attention should be given the newborn 
infant than is given the mother. The first forty- 
eight-seventy-two hours are critical. Hypoglycemia 
once was accused of being the major offender in 
neonatal loss; however, it is now well established 
that this is a physiologic occurrence in the new- 
born, and is more pronounced in the premature 
infant. Hyaline membrane disease and prematurity 
are the leading causes of neonatal death. Early 
establishment of an adequate airway by tracheal 
suction and gastric aspiration is important. Avoid- 
ance of overhydration of these edematous Cush- 
ingoid infants is mandatory, and oral feedings may 
be withheld for twelve-forty-eight hours. A humid- 
ified oxygenated atmosphere with postural drain- 
age helps allay respiratory distress. Prophylactic 
antibiotics have been recommended. After the 
critical period has passed, formula feeding may be 
initiated as lactation complicates the management 
of the maternal diabetes. Then, too, successful 
lactation in the female diabetic is uncommon. 


Sterilization and interruption of pregnancy were 
commonly employed in the pregnant diabetic pa- 
tient prior to the availability of insulin. With the 
improvement in diabetic management and pre- 
natal care, these radical procedures are less often 
indicated. Sterilization may be wise in the diabetic 
patient with progressive vascular disease where 
pregnancy is contraindicated. Interruption of 
pregnancy is warranted in those patients with 
rapid worsening of their vascular disease during 
gestation, especially in that group with proliferat- 
ing retinopathy when blindness threatens. The use 
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of these procedures in the average diabetic mother 
is to be condemned. 


Summary 


Sixty-one pregnancies in forty diabetic mothers 
have been reviewed. After viability, there is a 
fetal salvage of 68.8 per cent in our series. The 
incidence of preeclampsia is 37.7 per cent, polyhy- 
dramnios 20 per cent, and ketoacidosis 19.7 per 
cent. The fetal survival was adversely affected by 
the last but not by the first two. Early timed 
delivery has been practiced during the time cover- 
ed by this study. The overall fetal survival using 
caesarean section is 88 per cent. 

Assiduous diabetic control and prenatal care 
followed by early timed delivery employing caesar- 
ean section appears to be the plan of management 
most likely to result in a successful outcome in the 
average case. The role of female sex hormones is 
controversial, but they probably should be used in 
selected cases. Sterilization and interruption of 
pregnancy in the average case are not indicated. 
Only by close co-operation between internist, 
obstetrician and pediatrician will the present 
tragic fetal loss be eradicated. 
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CARBUTAMIDE IN DIABETIC PATIENTS 


(Continued from Page 1203) 


to be better controlled. If this trend is sub- 
stantiated by further experience, it will remain to 
be decided whether the plight of an already obese 
diabetic patient is improved by making him fatter 
though aglycosuric or whether the improvement 
exists only in the mind of his doctor. 


Summary and Conclusions 


Two methods are described for evaluating the 
response of diabetic patients to the sulfonylureas, 
one suitable for use with hospitalized patients, and 
the other for outpatients. Both methods permit 
control observations to be made. The evaluation 
of patient response to hypoglycemic agents when 
controls are not used may be difficult and mislead- 
ing. Three patterns of response have been demon- 
strated by each method—unequivocal success, 
unequivocal failure, and progressive improvement 
which persists for as long as two weeks following 
withdrawal of the drug. Patients who do not re- 
spond are unstable juvenile diabetics requiring 
relatively large doses of insulin. The most dramatic 


OctosEx, 1956 


improvement in control is seen in mild obese dia- 
betics of the older age groups who do not need 
insulin as a general rule. A final appraisal of the 
usefulness of the sulfonylureas in the treatment 
of diabetes mellitus cannot be made at the present 
time. 
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Diabetes of Childhood 


HE JUVENILE diabetic is one whose dia- 
betes began at fifteen years of age or under, 
and he now has the longest life expectancy of 
any diabetic patient. For this reason his training 
and early management must be the most com- 
plete. Hospitalization for a few days is extremely 
worth while and almost obligatory. We prefer to 
have the mother stay with the child for daily 
instruction and guidance. She is taught the cal- 
culation and preparation of weighed diets on the 
basis of food values. She learns to weigh the 
food, administer insulin, and test urine for sugar 
and acetone. Considerable time should be given 
to didactic teaching by the nurses and the at- 
tending physician relative to the nature of dia- 
betes, the need for insulin, its mode of adminis- 
tration and time of action. The symptoms of 
insulin overdosage and its remedy and the symp- 
toms of acidosis and the precautions to be taken 
during infections, all must be well understood be- 
fore the patient leaves the hospital. This should 
prove to be the most important course in the 
child’s lifetime curriculum inasmuch as with the 
proper attitude and understanding it will be much 
easier to keep his cooperation through the years 
to come. Such a period of training and indoc- 
trination serves to allow for an optimum psycho- 
logic adjustment on the part of the child. We 
have all seen the diabetic child who, because of 
lax management, oversolicitation and indulgence 
by members of the family, has become badly 
spoiled and his disease is managed as he wishes. 


It is easier to teach the patient and the parents 


of one whose diabetes is of recent onset and who 
has had no treatment, for such a patient can be 
better taught to adopt and follow that regime 
which strives toward as perfect control as is 
possible. 
Standards of Control 

A great deal has been written about this sub- 
ject in the past several years. Perfect control, 
good control of diabetes, or indifferent control of 
glycosuria without ketosis have all been advocated 
for this disease. Various groups of “purists” and 
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By Marion R. Shafer, MD, 


Indianapolis, Indiana 


“free-dieters” have reported on their statistical 
surveys, with the latter claiming little difference 
in incidence of vascular complications after ten, 
fifteen, or twenty years of diabetes. It is possible 
that the problem of degenerative vascular com- 
plications in diabetes is not a problem of control 
alone. It may be there are other unknown metab- 
olic factors inherent in the disease itself, but until 
these are known we shall continue to treat diabetes 
in the young as energetically and with as rigid 
specifications as possible in each case. It is time 
consuming and requires an expenditure of effort, 
but a continuous attempt toward a “physiologic” 
control of any diabetic patient, especially a juve- 
nile, seems to be only common sense. 

There are many experimental reports to show 
that hyperglycemia is harmful. Sherrill’ in a 
recent article lists a number of reports of the 
harmful effects of hyperglycemia and of dehydra- 
tion with which it is associated. 

It is said that, if the regime is not too strict 
and the control not too exacting, it is possible 
for the child to lead a more normal social life 
and that he will be less likely to develop psycho- 
logic disturbances and complexes. I do not feel 
our juvenile diabetic patients have become s‘0- 
cially inferior or that they are malajusted, with 
rare exceptions. The complete standard for con- 
trol of the juvenile patient is urine that is sugar 
free as much of the time as is possible, especially 
upon arising and at bedtime, freedom from ketosis 
and from too frequent and severe reactions, nor- 
mal blood sugar levels if possible, an average gain 
in weight, and normal energy and happiness. 


Nutrition 

For the diabetic child to have optimum nutt- 
tion there are two important considerations. Furst, 
the diet must be adequate in protein, minerals, 
vitamins, and in total calories, and second, a high 
level of control of the diabetes must exist. In de- 
termining the growth and development of children 
with diabetes, Jackson® found a consistent tet 
dency for growth to be normal or accelerated with 
the better degrees of control and to be normal 
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or less with fair or poor diabetic control. We 
have seen several children rather rapidly gain in 
weight and height with close control of their di- 
abetes, who were underweight and stunted when 
a poor or less acceptable degree of control of their 
diabetes prevailed. Some have advocated a “free” 
diet, but such treatment is apt to be no treatment 
at all and to result in frequent glycosuria, hyper- 
glycemia, and a high incidence of complications 
of an acute as well as a late nature. The “free” 
diet is mentioned only to condemn it. 

The diet formula must be changed frequently 
to meet the changing demands of the growing 
child. The amount.of protein used ranges from 
2% to 3 grams per kilogram of body weight. 
Schwarz® believes a high protein diet may be 
valuable in prevention and treatment of diabetic 
retinopathy. Its deficiency is believed by some 
to increase the incidence of nephropathies in the 
juvenile patient with diabetes. The amount of 
carbohydrate used varies widely depending chiefly 
on the size and age of the child, ranging from as 
little as 80 to 90 grams a day for an infant or 
younger child to 180 to 225 grams for the adoles- 
cent. Some clinicians provide 50 per cent of the 
total calories from carbohydrate, 15 per cent from 
protein, and 35 per cent from fat. This seems 
to provide more carbohydrate and less protein 
than we believe is advisable. With an unusually 
high carbohydrate level, a need for a large insulin 
dose is created bringing with it the threat of 
hypoglycemia and, most important, the sacrifice 
of good control. 

With regard to fat in the diet, we may say that 
the diet must be palatable and should contain 
an adequate quantity of milk and butter. If hy- 
percholesterolemia exists, the fat should be made 
quite low. The diet should be weighed if at all 
possible. Many times when it is inconvenient or 
impossible for the school child to get home at 
noon, it is better to allow him to estimate his meal 
in the school cafeteria rather than have him carry 
a cold and unappetizing meal from home. The 
well-trained and cooperative child will not take 
advantage and use this as an opportunity to cheat. 
Children are encouraged to weigh their own food. 
In doing so they become more self-reliant and 
come to have a better knowledge of portions and 
exchanges, 

The mother must know to reduce the diet by 
one-half or one-third in the event of an acute 
infection and a febrile state. The question of 
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food between meals is important with the smaller 
child. The preschool child should have 100 grams 
of milk of a midmorning and mid-afternoon and 
this will provoke no upset in control. The taking 
of 15 grams of carbohydrate at bedtime is gen- 
erally considered advisable with the use of pro- 
tamine zinc insulin. Young people enjoy the 
privilege of eating such an amount of food after 
an evening party, dance, or sports event, and this 
has good psychologic and social advantages in pre- 
venting an inferiority complex of the diabetic 
youngster. The taking of extra carbohydrate food 
is a “must” preceding periods of unusual strenu- 
ous exercise such as swimming and_ basketball. 


Insulin 


Every diabetic child requires insulin continu- 
ously from the day of diagnosis of the disease. 
Protamine zinc insulin finds its greatest usefulness 
in juvenile diabetes, because of the unfailing oc- 
curence of hyperglycemia during the night in the 
diabetic child. It is common knowledge, however, 
that good control is not possible with this or any 
of the present-day insulins alone. Fhe preferred 
method is the use of separate injections of un- 
modified and protamine zinc insulins before break- 
fast and frequently unmodified insulin before sup- 
per. Except where supplemental unmodified in- 
sulin is used, our experience with the use of the 
so-called intermediate acting insulins, such as 
NPH and Lente, and insulin mixtures has been 
repeatedly disappointing in the child. In our 
hands, the use of these has resulted in an in- 
creased instability with loss of carbohydrate toler- 
ance. Such is the impression of others.* 

The dose of insulin appears to depend largely 
upon the age and body weight of the child. It 
is questionable whether the disease in children is 
more severe as is frequently stated, if severity can 
be measured by insulin requirement. Certainly 
it is true that the disease is more labile and brittle 
in the child and that without treatment it is 
likely to terminate fatally in a short time. As 
years go by, the diabetic child requires more in- 
sulin and this is largely related to increase in 
body weight. During the years of active pubertal 
changes, the child usually requires relatively more 
insulin and a diminution may occur during the 
later “teen” years. With an insulin dosage of 
15 to 35 units and an adequate diet, a child can 
be maintained in good control. Those children 
who seem to require a considerably higher dose 
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of insulin are obtaining extra food over and above 
their diet, or the diet prescribed is wastefully high 
in its carbohydrate allowance. 

It is our impression that undue importance is 
given by many to the desirability of reducing the 
number of injections of insulin which the child 
may need to obtain a high level of control. It will 
usually require three and occasionally four daily 
injections of insulin to maintain the more labile 
diabetic child to our standard of control. Every 
school child should be spared the use of insulin 
at noon, but further to reduce the frequency of 
injections with a sacrifice of a good level of control 
seems unwise. 


There is a great deal to be taught the parents 
about the intelligent use of insulin besides its 
actual administration. It should be stressed that 
insulin must not be discontinued because of nausea 
or vomiting in the event of infection or other 
complication associated with fever, and that the 
insulin requirement increases sharply during in- 
fections. Regardless of the fact that the child may 
be taking little or no food, the parents must be 
alert to give extra doses of insulin promptly if 
glycosuria increases and is accompanied by ace- 
tonuria. 


At the time of this writing it is generally agreed 
that the use of oral antidiabetic sulfonamides has 
no place in the treatment of diabetes in children. 


Physical Activity 


It is our objective in the management of dia- 
betes to maintain as nearly normal physiologic 
conditions as is practical. In many clinics the 
diabetic child is permitted to maintain a mild 
degree of glycosuria as insurance against shock. 
This would seem to be a level of only fair control. 
Exercise is essential for wholesome living and 
physical development of the young, and we feel 
it should be permitted and encouraged to the 
Same extent as in the nondiabetic child. When 
boys and girls become adolescent, the differences 
in activities of the two sexes are accentuated. After 
puberty, girls tend to spend more time in leisure 
while boys frequently spend more time in greater 
muscular activity both in work and leisure. The 
lack of exercise in many adolescent girls is no 
small factor in the frequent occurrence of obesity 
in this age group. 

Only rarely should the insulin be reduced in 
anticipation of additional physical activity, but 
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rather it should be urged that additional «arbo. 
hydrate be given between meals or at the time of 
the exercise to compensate. In general, the school 
routine tends to maintain the activity of children 
fairly constant during the school months. Hoy. 
ever, the change in requirements necessitated by 
week-end and vacation period activity must be 
provided for. Jackson and Kelly® reported a study 
of eighteen subjects ranging in age from three to 
twenty-two on whom careful blood sugar values 
were observed during periods of strenuous, moder- 
ate, and minimal activity. Their findings have 
shown what others have frequently observed, 
namely, that in well-regulated children the de- 
crease of blood sugar was small and not accom- 
panied by evidence of clinical shock. Certainly 
it has been our experience that severe reactions 
occur most often in the case of the child with 
poorly controlled diabetes, who most of the time 
has heavy glycosuria and who suffers reactions be- 
cause of violating rules observed by the well- 
trained, well-controlled patient. This would tend 
to refute the belief that the best way to prevent 
hypoglycemic reactions in children is to permit 
them to carry a high level of blood sugar. 


Hypoglycemia 


Although we strive to avoid hypoglycemic shock, 
this should not be the paramount issue in the man- 
agment of the diabetic child. We strive for a 
level of control which will result in a few reactions 
from time to time and, if these are not too fre- 
quent and too severe, the insulin dose is not re- 
duced. The subject of hypoglycemic shock may 
need to be “soft-pedaled” in the instructional pro- 
gram to the parent. Otherwise, the imaginative 
and oversolicitous parent may find it difficult to 
think of anything else other than avoiding a re- 
action in the child and the proper standard of 
It is our aim, 
of course, to avoid the more severe shocks which 


control may never be achieved. 


upon rare occasions may seem to occur without 
due cause. Parents must learn that mild reactions 
in the child may be difficult to recognize at times. 
Listlessness, negativism, peevishness, circumoral 
pallor, and strabismus, are signs and symptoms 
common to the younger child. Rarely convul- 
sions with or without repeated vomiting may 0C 
cur at night, and for this reason it is good prac- 
tice to provide each household where there 1s 4 
diabetic child with one or two small ampoules o 
50 per cent dextrose which the family physician 


]MSMS 

















can 4 
arriva 


The 
and ¢ 
was. 
had n 
the he 
physic 
ognizl 
know! 
selves 
dence 
mains 
will. 
signs 
ment 
ly of 
The 
age a 
collay 
recov 
sever’ 
bund 
admi 
the ¢ 
adult 
cardi 
with: 


Fo 
juve) 
five 
pecti 
diab 
tive 
the 
patie 
tisics 
of t 
stud: 
intel 
etiol 
the 


strot 


Ocr 






Carbo. 
time of 
- school 
hildren 

How. 
ated by 
ust be 
a study 
hree to 
' values 
moder- 
rs have 
served, 
the de- 
accom- 
ertainly 
actions 
ld with 
he time 
ions be- 
e well 
Id tend 
prevent 
permit 


c shock, 
1e man- 
> for a 
eactions 
too fre- 
not re- 
ck may 
nal pro- 
ginative 
icult to 
ig a Te- 
dard of 
ur aim, 
s which 
without 
eactions 
it times. 
cumoral 
mptoms 
convul- 
may oc- 
yd prac 
ere is a 
oules of 
hysician 


|MSMS 





can administer by vein immediately upon his 
arrival in the home. 










Diabetic Coma 







The overall incidence of severe diabetic acidosis 
and coma in the child is considerably less than it 
was. It is now rare that a child whose diabetes 
had not been previously diagnosed is admitted to 
the hospital in a state of coma. It is because more 
physicians are conscious of diabetes and are rec- 
ognizing the disease early, and because parents of 
known diabetic children and the children them- 
slves are possibly better trained that the inci- 










dence of coma is being reduced. The fact re- 
mains that coma still occurs and possibly always 
will. Its onset is more rapid in the child, but the 
signs and symptoms are largely the same. Treat- 
ment is much as it is in the adult, consisting chief- 
ly of adequate insulin, fluids, and gastric lavage. 
The amount of insulin depends largely on the 
age and the initial blood sugar level. Circulatory 
collapse rarely occurs in the child. Prognosis for 
recovery is 100 per cent, unless complicated by 
severe infection or unless the patient is mori- 
bund at the beginning of treatment. Potassium 

















administration in the recovery stage of coma in 
the child is relatively less important than in the 
adult. By reason of having young and healthy 
cardiovascular systems they are better able to 























withstand upsets in electrolyte balance. 


Vascular Disease 








For reasons that are apparent, many more 
juveniles with diabetes survive than did twenty- 
five years ago. As in the adult whose life ex- 
pectancy is constantly being extended, the child 
diabetic is living long enough to develop degenera- 
tive vascular disease. Several excellent reports on 
the incidence of vascular complications in the 
patient with long standing diabetes, and the sta- 
tisical relationship of incidence to level of control 
of the diabetes have been published.*? These 
studies unquestionably point up that energetic and 
intensive treatment tends to control the specific 
etiologic factors causing degenerative lesions in 
the person with diabetes. These reports also 
strongly support the belief that degenerative vas- 
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cular disease in the patient with diabetes of ten 







to twenty years’ duration is a complication and 
not an inescapable and inherent part of the dis- 
ease. Many of us have seen retinae of a diabetic 
person which have been literally plastered with 
small hemorrhages to improve markedly with 
better control of the diabetes. While control is 
probably the greatest single factor known today 
in avoiding or retarding degenerative vascular 
disease, it is only one part of the problem. It 
does not explain why a few whose records show 
continuous poor control seem to have developed 
little if any vascular disease after fifteen or more 
years of diabetes. Perhaps there are other metab- 
olic disorders operating along with or even in- 
dependently of diabetes. Until more of this is 
known, a high level of control appears to offer 
the best means of averting or delaying vascular 
changes. 


Summary 


The management of a juvenile diabetic patient 
resolves itself into just as careful day by day con- 
trol of the condition as can be obtained. Com- 
promises with ideal treatment must often be made 
because of practical consideration; however, these 
need not allow one to lose sight of the goal which 
is to bring about physiologic conditions in so far 
as is possible. Only in this way can the degenera- 
tive complications be prevented and the diabetic 
child be enabled to live out a useful life span 
approaching that of the nondiabetic youngster. 
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Geriatric Exercise (Activity) 


How to Exercise and How Much 


tp of the panels at the convention of the 
American Medical Association in Atlantic 
City, last year, bore as a distinguished member 
that great old warhorse, Dr. Walter C. Alvarez. 
His ready wit, baby-pink face and active partic- 
ipation made him the star of the show. He ac- 
complished his aims by explosive advice, point- 
ing his arrows to impress one good summary fact 
upon the minds of the uninitiated and the imma- 
ture. After the panel was dismissed, I ambled 
twelve blocks up the board walk to my hotel. 
There, swinging along, pacing firmer and faster 
than all the rest, was Dr. Alvarez. I said, “You’re 
ahead of the scooters and everybody else.” He 
whizzed around at the sound of me and replied 
laughingly, “Hell, yes, and I’m not even half try- 
That from one who can be classified in 
the eighth decade of life. Dr. Alvarez mentioned 
winding up the biologic clock for a good life’s 
He is, apparently, well wound. 


ing!” 


span. 

Dr. Walter Biering introduced the speaker at 
the Billings lecture. With marvelous memory, he 
recited the names of the distinguished Billings 
speakers for the past generation, designating year, 
place, subject, offering all facts with enthusiasm 
and relish. Though his body is crippled, his mind 
is untrammeled in his ninth decade of life. I 
have seen him perform equally well at the annual 


Alpha Omega Alpha banquet. 


Reflections 


Ohio, I began to read and write in the gay nine- 
ties. Struggling to put words together, I was 
confronted by the introduction of the personal 
column in our newspaper, which was read by 
the oldsters. It ran something like this: 

Doings of dale, dell and dingle; 

Mine of many matters, muchly minted. 

I begin to fear that the rehashing of muchly 
minted geriatric facts will place you all in your 
dotage or in your dreams. In that case, my re- 
marks regarding geriatric exercise will wander 
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As a youngster, in my small town of southwest ” 





By C. Howard Ross, MD. 
Ann Arbor, Michigan 


among personalities and not with tables, slides, 
columns and curves. 


Older Art 


Guess who said, “If I had not taken up paint- 
ing, I would have raised chickens, and if the 
chickens had died, I would have accepted guests 
to eat my pancake suppers?” If you cannot 
surmise, let me at least hint that she was not 
found among the bulrushes! I have never asked 
this nice old gal if she takes setting up exercises 
in the morning. If there are Indian clubs in 
her home, she probably employs them to stir up 
the paint pots. Wouldn’t it be a funny sight to 
see her on TV, in bloomers, lying on her back 
and kicking up her legs and heels in reversed 
bicycle fashion, at the command count of one, 
two, three, four, before twenty-five million ob- 
servers and participators? 


The Physician Attempts to Keep Up 

In New York City, we enjoyed the play, “Tea 
House of the August Moon.” Here the military 
in Okinawa had for one of its aims in plan “B” 
to orient the Oriental. One of our hopes each 
year is to geriatrize the geriatrician. In other 
words, we do hope that some day the older doc- 
tor may try to catch up with his elderly patients, 
if he must chase after them on roller skates and 
pull himself up to their level by hanging on to 
their coat tails. 






















The Fetus and the Mountain 


My father once told me the tale of the unfalter- 
ing fetus, describing it as such a hard working 
little devil that it arrived into this world all out 
of breath, because it had been growing so fast. 
He stated that if growth after birth had contin- 
ued at the prenatal acceleration, each one of us 
would be as large as the Rocky Mountains. 
There was this hint, that as we grow older we 
do not need to run after subways or to speed 
up the traffic, grasping at vanishing rainbows. 
However, neither do we want to lie as still and 


JMSMS 












a cof 
collec 


Go 
there 
Okin 
Ame! 
the § 
this 


pee] 
she 

ferv 
and 
glea 
‘Ah. 


old. 
the 
get 
tici 
mil 















































s, M.D, 
lichigan 


, Slides, 


P paint- 
| if the 
d guests 
cannot 
was not 
r asked 
>Xercises 
clubs in 
stir up 
sight to 
er back 
reversed 
of one, 
ion ob- 


Jp 

y, “Tea 
military 
lan “B” 
ves each 
n other 
ler doc- 
patients, 
ites and 
¢ on to 


infalter- 
working 
all out 
so fast. 
contin- 
1e of us 
untains. 
Ider we 
o speed 
1inbows. 
till and 


JMSMS 











somber as a mountain. Somewhere, we slowed 
down, but nowhere did we stop, unless perchance 
a cofin lid got nailed down upon us, when our 


collective back was turned. 


Age Still Admires 


Going back to the play about the August Moon, 
there was the question regarding the old man of 
Okinawa, admiring a beautiful Geisha girl. The 
American novice expressed noticeable surprise, but 
the Oriental interpreter explained readily, “Ah, 


this man is merely old. He is not yet dead!” 


Elderly Students—Association of Ideas 


Before I had ever set foot in a college hall, I 
was plunged full blown as a village school mas- 
ter before a motley assemblage of blue-jeaned 
doubting —Thomases. As the year of 1909 ad- 
vanced, one of my great themes was the associa- 
tion of ideas to establish keen memories of related 
facts. The children were to invite their grand- 
The 


seventh graders were to teach the long-beards a 


parents for a Friday afternoon exhibition. 


class in geography, as a demonstration exercise. 

All but one declared that old folks were too 
senile to learn and too crippled to come. One 
redheaded girl kept her silence. 

The great day arrived and all of the oldsters 
invited came to class one hundred per cent, 
canes, crutches, stiff joints, spotted spectacles and 
all. From their leisure, they had sprung at such 
a tempting morsel. The subject was Ethiopia 
and the name of the capital, Addis Ababa, was 
brought up. 
remember it.” 
told this tale: 


A protest arose “We can never 
The redhead arose in dignity and 


“A childless Italian couple prayed each Christmas 
for a family, but all in vain. The sad years rolled 
by, and now desperation was upon them. One Christ- 
mas Eve at midnight, the door bell rang and papa 
peeped out to investigate. 
she found her spouse kneeling in the snow, clasping his 


When mamma arrived, there 


fervent and expressive hands over a basket of down 
and ribbons. ‘What is, papa?’ was the inquiry. Papa 
gleamed in religious ecstacy and ecstatically replied, 


‘Ah-dis-a-baba’.” 


That brought down the house, but all of the 
oldsters remembered their geography lesson to 
their dying day. The moral, of course, is to 
Set out and go and to go in and learn. An en- 


ticing abundance of exercise awaits both body and 
mind. 
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The Quakers 


The ancient Quaker lady in a poll told the 
investigator of her elderly aims in life: 
Somewhere to live; 


Something to do; 
Someone to care. 


The “something to do” can cover every field 
from gardening to the morning walk, to a hobby 
shop, to writing a book, to creative dramatics, to 
a rocking chair—to a wiggled toe of the para- 
plegic. 

Classification 


Since I cannot be arrested by an officer of the 
law for making a false statement here, I may 
even avoid further manhandling by hitting half 
on the truth. It seems to me that citizens of 
the mature years can become reclassified into 
about three groups to continue their adventures 
through the remainder of their lives. 


Youngsters 


While I am not flattered to begin at sixty-five 
years, since that age picks at my bones a bit, I 
shall take a stab at it. Let us speak first of the 
youngsters from sixty-five to seventy-five. The 
majority of such people, if health is at all de- 
cently preserved, can continue right on doing 
what they are doing, probably easing off intensity 
of vigor about 5 per cent a year. 

Doctors, lawyers, professors, mechanics—all 
have a joy of life by a joy of doing. Many phy- 
sicians in their seventies are wisest in their coun- 
sel and most meticulous in their gardening and 
other vocational proclivities. Their setting up ex- 
ercises cover sitting up in bed and getting dressed 
in their old clothes for a good garden sweat be- 
fore a shower, breakfast and pressed clothes send 
them forth to fight their way among the lame, 


the halt, the half-blind and the semi-conscious. 


Travel—Travel is still a keen energy dispersal 
Dr. Hugh McDowell Beebe 
relates his experience in the Riverside Hotel at 
Ft. Lauderdale, Florida. A “Rubber-neck Boat” 
was cruising along the shore. The doctor and 
his conversational companion paused in their lin- 
gering over their mutually glorious pasts, when the 
man with the megaphone crooned these words 
over the waters: 


in these fuller years. 


“This is the Riverside Hotel, the home of the newly- 
wed, the overfed and the half-dead. Do you see those 
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two old geezers over there? They are just sitting there, 
listening to their arteries harden.” 

Well, this first age group deserves more than 
that. 


Silversmith—Dr. Udo Wile of Ann Arbor, 
Michigan, is a dermatologist of world renown, 
but as a silversmith, he causes the shades of Paul 
Revere to look to their laurels in true alarm. 


Lapidarian—Our own chemical engineer, 
Walter Badger, international consultant, flies the 
seven seas on his many missions, but when back 
in Ann Arbor he becomes again the lapidary of 
no mean ability, probably not in the Cellini class, 
but good in the minds of many. He and his wife 
are prize gardeners, in addition to becoming ex- 
quisite flower arrangers. 


Vase Maker.—Please note this fine formula for 
the amateur vase maker. Mix equal parts of 
powdered dry molder’s clay, Portland cement and 
Whiting powder of water-mix masonry paint. 
Blend and work in water to a putty texture; shape, 
carve, dry and later paint. Some oldsters have 
steamed these forms and sanded them down to 
a fine finish. Any plain color or varied design 


will do. Worth trying. 


Geologist—Here let me recite the tale of the 
elderly man whom I met over the hat check coun- 
ter. He checked hats and coats flawlessly, but in 
confidential tones, just to me and to no one else, 
he whispered his theory of the world’s rotation: 


“A cylinder of granite, twelve miles in diameter, is 
the axis of this world, and perfect rotation is soon to 
be stopped with a hot box, when the oil wells drain 
out all the lubricant!” 


I directed him to the library of the University’s 
Geology Department. 
everything. Then he became an ardent student. 
Now, the axis story has become rather diffuse, and 
he lectures long and juicily on more acceptable 
theories. 

His short dashes after hats and coats, and his 
long dashes after knowledge, have exercised him 
into a beaming-eyed old laboratory specimen, in- 
deed. 

Please understand that I do not oppose the star 
gazer’s stance, the deep breathing exercises, the 
belly roll and the reversed bicycle kick in bed, 
but this old fellow does not need them—yet. 
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At first he objected to, 


Job Seeking.—A vigorous man retired againy 
his will, handicapped or otherwise, with financial 
responsibilities that must be met in the near fy. 
ture, cannot be coddled with advice regarding 
his morning exercises. Rather, we must rise to 
the occasion of his needs with advice concerning 
taking stock of self and skills. Also, we might 
urge night school enrollment to seek perfection 
in other fields. For the hundred or more job 
suggestions, see Juliette K. Arthur’s new book, en. 
titled “How to Help Older People.” 
will do the trick. 


The Handicapped.—tf you have old clothing, 
discarded furniture and appliances, piles of mag. 
azines or dusty books, call the Good Will Indus. 
tries, and a truck will shortly arrive at your home. 
Restoration and re-sale will be conducted by and 
for the handicapped. 

One of my undefeated trout fishermen dwin- 
dled to a wheel chair. His enterprising daughter 
whisked him and his collapsible chair up north, 
just the same, to the old cottage. She built him 
a walk along his favorite rapids. There he cast 
as before, and occasionally brought in a shiny 
form. 

The scooter, the arthritic, the golf course also 
form a challenging combination. 

When the automobile crowded out the carriage 
trade, the president of our carriage factory suf- 
fered bankruptcy and a stroke. The Maxwell- 
Chalmers Corporation took over the factory. In 
readjustment, the former millionairess now be- 
came the secretary to the new manager and the 
former president, now dragging a bit, became the 
night watch. But the town applauded. 


Partial Retirement.—Factory workers, forcibly 


retired, yet in good health and purse, can now f 


seek part-time employment, and for the first time 
in their lives take stock of their physical and 
mental resources. They do not have to find vio- 
lent exercise, but they may compensate with the 
joy of new adventure. There is the opportunity 
to join a group of dubs in easy golf. One can 
loll at the swimming pool. Constructive hours 
may be passed in clay or soap sculpture, wood 
carvings, model making and the creative alts. 
such as basketry. Then there is the rockery, with 
its nodding “baskets of silver” and “baskets 0! 
gold.” 


Also, 


don’t forget the thrilling adventures 
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among self-made woodsy paths and bosky dells. 


Lastly, there is the leisurely hike through the 
woods. 

An authoress had sent her children off to school 
and then dived immediately into her script. With 
the typewriter clicking, she was full of consterna- 
tion to hear a knock at the back door. There 


an elderly colored man poured out the honeyed 
words regarding his partial retirement and pres- 
ent assignment of knife sharpener. 


He stated: 
“’m more prosperous at eighty-six than I was 
I owe it all to my mother wit.” 
After sixty cents worth of activity and a cup of 
tea, he suggested that he sharpen her kitchen 


knives. “But,” she said, “you just finished the 


| job.” “Oh,” replied the old sage, “my reminisci- 


bility is sure a-slippin.” 


The Coronary Patient—The coronary patient 
with good reserve has but to take off a few months 
to heal his wounds and then continue much as 
before, with, say, a further 10 per cent reduction 
in physical demands. We would not ask him to 
push a car out of the mud or to dive off a bridge 
to save a life. He can explain his problem 
with proper dignified apology to the drowning 
victim. 


Middle Age 


Let us hasten on to the second large group ot 
oldsters, the age from seventy-five to late eighties. 
We can designate middle aged as the term. 
Many still maintain their homes. Activity in 
work or exercise is now at 50 per cent former 
demands, yet there can be joy at hand. 


I have many such splendid old people, who 
say “I like to dig the garden and mow the yard, 
but my daughter gives me a tongue lashing for 
doing it!” I say, “You have outlived your dis- 
eases, two-thirds of your enemies, and now all 
you have to do in life is enjoy that good time, 
and stuff cotton in your ears to dodge the tongue 
lashing.” Such a one asked only to live old with 


honor and die without pain. 


Meeting Disaster—-One old man at eighty- 
eight told me that this old age thing in his own 
home was very nearly perfect, when suddenly he 
became a widower, he lost his fortune, and his 
vigor withered. Now he was in a pickle. The 
only thing to do was to recognize his dilemma, 
take stock of mental and physical resources, move 
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in with the in-laws and become an old man, 
indeed. 

But the partial care of the yard was still his, 
by my command, as long as he relished it in the 
life yet spared. His daughter wailed, “But he 
might fall dead pushing the mower!” TI hushed 
her with, “Then we will call the undertaker, 
but until that event keep that beautiful mouth 
of yours wagging over a different subject, such 
as the petting problem of your seventeen-year-old 
daughter.” 


The Farmer.—A semi-retired farmer and his 
wife point to the most ideal existence, with chore 
patterns to their exact liking. 


Homes for the Aged.—At this juncture, if the 
daughter’s home or “Grossdawdy” wing or 
“Manor Suite” or “dower room” or “The South- 
west corner,’ were not available, one should be 
compelled to consider a dwelling for the aged. 
This could include county farm type or nursing 
home or cottage grouping about a central “home 
base” building. Here we may hope to find an 
“airing yard,” activities room, craft shop, theater 
for the old folks, orchestra pit and other intriguing 
entities. Where one is too feeble to participate, 
then a wheel chair will, at least, act as a deliv- 
ery bus to enjoy the performance of others. Many 
of these principles apply even in a so-called men- 
tal institution, with chores assigned and square 
dances permitted. 

I once saw an old bed-fast lady, far in her 
dotage, directing an orchestra of small children 
participants, through her bedroom window. 
Whatever the dilemma, there is the opportunity 
for some degree of action or exercise as long as 
the heart beats. 


This Old House.—John Quincy Adams was 
once walking down the street, late in his serene 
life. A neighbor asked into the state of his health. 
Mr. Adams replied: 


“John Quincy Adams is fine, but this old house in 
which he dwells is dished in the timbers, and the pres- 
ent occupant is about to evacuate the premises.” 


The Theater—An elderly retired man_be- 
moaned his general lack of interest in things phys- 
ical and cultural. He dully accepted a ticket 
from me to hear Lillian Gish, when she was in 
Ann Arbor recently. As the show progressed, he 
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began to perk up. At the last curtain, he said 
to me enthusiastically: 


“I’m going up stage and to her room. I’m going 
to look her in the eye. I’m going to clasp her hand, 
and I’m going to say: ‘Gosh, Gish’!” 


The Oldsters 


In the third classification of the oldster, I final- 
ly admit the existence of old age. These people 
are in the nineties, and though we hope for all 
of them to make it to the bathroom and enjoy 
self-care, our ideal is apt to fail. Let us face 
bed invalidism. One chair or a dresser from the 
former home surroundings may become home base 
for this otherwise wretched soul. The daily bath, 
the massage, the exercises I scorned for the ama- 
teur geologist may now come to the front. 


Bedside Commode.—If at all possible, the bed- 
side commode becomes a distinct victory over 
the bed pan. The wheel chair trip to the bath- 
room is still a more constructive performance. If 
self-care is not entirely possible, then an attempt 
in that direction is always in order. 


Passive Exercise —Physiotherapy, hot packs to 
stiff joints, the back rub, mild application of in- 
fra-red therapy, whirl pool, Rock-a-beds—all may 
become a substitute for active exercise. Let there 
be no lost hope. As long as a man can grow 
a beard, he is still on the map. 


Tall Tale.—Dr. Blodgett of Detroit tells this 
tale of an elderly invalid about to leave his oxy- 
gen tent. The doctor told the nurse to have a 
chair ready, as things were now going to hum. 
The doubting and fearful old patient mumbled: 


“Nurse, you'd better get two chairs ready, one 
for me to set in and one for rigor mortis to set in!” 


The Artist—I have been inspired, indeed, by 
a nice old lady in her nineties. She is bed fast, 
unless one lifts out her stiff and rigid body. Her 
hands are deformed with ulnar deviation of her 
twisted fingers. Yet, when I suggested finger 
painting, she finally acceded to what appeared 
at first to be a silly suggestion. Her friends send 
her picture post cards, which she enlarges and 
roughs in on a grand scale. I have even bribed 
the neighbors to purchase some of her “master 
pieces” at a dollar each. Dull days are now 
become rainbow hued in a newer world. The 
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barbiturates have been lost somewhere on a dark. Let 

ened dusty shelf. srap! 
This fine old soul has prepared me an approach 
to a ditty, to describe her reaction to the prin. 
ciple that exercise or activity are life blood to the 

aged. I. 

Though my spine is stiff, ; , 

And my joints are frizz, a 


And I can barely wiggle, 
Just rub me down, 3. 
And paint me up, 


And listen to me giggle! * : 
Such a constructive Humpty-Dumpty! 5 
Noch Habe Ich 6. 


In 1918, mid-November, shortly following the 7. 
Armistice of World War I, I made a hasty trip 


into Germany. At the confluence of the Saar 8. 
and Moselle Rivers, I stopped to greet an old 
German woman. She possessed a small acreage 9, 


with vineyard, pasture, garden, little white cot- 
tage, a wee barn, a cow, a goat and some chickens 
—all of which she cared for herself, employing B |! 
a considerable amount of grit and Teutonic spunk. 
She told me, as best she could, that her thre — !* 
middle-aged sons were killed in the war, and that 
her husband had died with a stroke. I expressed 
sympathy by remarking: “Alles ist gegangen.” 

She pointed to the sky and the weeping willow 
tree, not yet shrivelled by frost and drew herself 
up proudly, as she replied: 


10. 


Noch habe ich, Himmel-blau 
und Dunkelgriin! 


As long as color and beauty were still with her, B P# 
life was not yet lost! = 

I have often quoted this brave old German 
grandma as a missionary in absentia to the down- 
hearted and the elderly downtrodden. 


hm 


Summary 





In this discussion, it has been my ambition to ; 
describe exercise and activity programs for elder- 
ly patients. 





In lieu of charts, graphs, and curves, I have 
presented actual personalities, indicating possible 
expectations of response. 

To the young physicians, I would urge an i 
terest in the geriatric personality. If proper sou! 
relationship exists, there will be fewer problems 
to concoct proper advice regarding individualistic 
exercise. 
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Medical Ethics 


—— presenting a discussion on what con- 
stitutes ethics in medicine, I re-read the 
oath of Hippocrates, the code of ethics of the 
American Medical Association (it is printed in 
the preface of the AMA Medical Directory), 
and delved a bit into what constitutes a profession 
and how one should conduct himself therein. 


Business vs. Profession 


What is the difference between a business and 
a profession? I found this answer. “The essential 
of business and industry is that its only criterion 
is financial return. The essential of a profession 
is that no man enter it solely to make a livelihood. 
The measure of his success is the service which 
he performs, not the gains which he may amass. 
One may grow rich as a successful professional 
man; but the meaning of his profession both for 
himself and the public is not that he make money 
but that he make health, safety, or good govern- 
ment or good law. He depends upon it for his 
income but he does not consider any conduct 
which increases his income is on that account 
good.” 

Times are changing. A one hundred thousand 
dollar practice is big business, and its finances 
must be watched carefully. On the other hand, 
many commercial enterprises are requiring a post- 
graduate course for their young prospective lead- 
ers, and this later training must perforce instill 
certain ethical concepts. 

It is apparent that there is need for re-emphasis 
of the old standards. 

It is not hard to find the career of the practice 
of medicine described in very lofty sentiments. 
One has only to turn to page one of Harrison’s 
Principles of Internal Medicine to find the follow- 
ing: “No greater opportunity, responsibility, or 
obligation can fall to the lot of a human being 
than to become a physician. In care of the suf- 
fering, he needs technical skill, scientific knowl- 
edge, and human understanding. He who uses 
these with courage, with humility, and with wis- 


Address given to the incoming interne-resident group, 
Sinai Hospital, Detroit, Michigan, July 2, 1955. 
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dom will provide a unique service for his fellow 
man and will build an enduring edifice of charac. 
ter within himself. The physician should ask of 
his destiny no more than this; he should be con. 
tent with no less.”* 

The code of ethics of the AMA says the same 
thing in the following language: “The prime ob- 
ject of the medical profession is to render service 
to humanity. Reward or financial gain is a sub. 
ordinate consideration.” 

The Hippocratic oath has been described as 
having “no parallel in the history of morals.” De- 
tailed rules for priesthood, for example, usually 
have to do with ceremonials rather than ethical 
matters. Other professions do not begin to codify 
such matters in such positive language. “I will 
use treatment to help the sick according to my 
ability and judgment but never with a view to 
injury and wrong doing. Neither will I admin- 
ister poison to anybody when asked to do so nor 
will I suggest such a course. Similarly, I will keep 
pure and holy both my life and my art. I will not 
use a knife on sufferers from stone but I will 
give place to such as are craftsmen therein. Into 
whatsoever houses I enter, I will enter to help 
the sick, and I will abstain from all intentional 
wrong doing and harm, especially from abusing 
the bodies of men and women, bound or free.” 


(The Hippocratic Oath.) 


Specialization 


The sentence about “not cutting for stone” and 
referring the patient “to craftsmen therein” is 
a whole sermon on the golden rule in treating your 
patients. As specialties differentiate and gain 
prominence, certain groups of men develop skills 
and clinical experience which others do not have. 
We are long past the stage when any one physician 
or surgeon is good for “the skin and its contents.” 
There is general appreciation of this today, al- 
though there was not a generation ago. Some 
months ago a resident in another hospital said 
to me on early morning rounds, with a bit of a 


*Harrison, T. R.: Principles of Internal Medicine. 
Blakiston Co., 1951. 
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tone of disguest, “I learned what not to do last 
night. I watched a general surgeon fuss with a 
fracture for almost two hours, when any ortho- 
pedist on the staff could have done the same job 
much better and in fifteen or twenty minutes.” 
This remark could be elaborated upon. Can you 
take out a tonsil as well as a nose and throat 


| specialist? Do you know the pathology of the 


pelvis and therefore the therapeutic indications 
and the prognostic possibilities as well as a prac- 


| ticing gynecologist? Per contra, as a gynecologist 


are you familiar with the pathology of breast 
tumors, and the controversial indications for radi- 
cal mastectomy? Are you completely familiar with 
the exacting care of a patient in diabetic coma or 
must you rely on the newer knowledge of the 
medical resident in the hospital? A host of per- 
sonal queries which you alone can answer are 
conjured up by the simple statement of “refraining 
from using the knife on sufferers from stone.” 


However, one must not go overboard. Merely 
because an illness is anatomically under the aegis 
of one specialty does not mean that ipso facto 
such specialists have the best treatment, or that 
therapeutic fashions will not change. 


Here is an account of the changing fashions in 
the common backache. 


“Backache has been known since ancient times. In 
900 A.D. it was the essential difference between small- 
pox and measles. Then it was a prominent feature of 
intoxication from food poisoning. Next, bacterial and 
other infections like cold and influenza caused it. Later, 
it was due to neuritis and inflammation of the nerves. 
Also, it was due to a condition of the internal organs, 
even pregnancy.” 


(When I was an interne, a good deal of gyne- 
cological surgery was for the cure of backache. 
We called some of these operations pelvic uplifts) . 


“After x-ray was discovered it was due to posture 
or displacement of the bones. Although the joints of 
the spine are the most perfect joints in the body, and 
they permit all types of motion and yet keep their 
fixed position, all of a sudden backache was due to a 
disc slipping from a bone of the spine, although there 
was less likelihood of a disc slipping from the bones 
of the spine than a limpet slipping from a rock.”. . . 
“We have seen fashions exhibited in appendicitis, colitis, 
dropped kidneys, etc., and now discs.”’} 


Dr. Max Ballin often said: “We will wait two 
years.” In that length of time a new procedure 


—_—_— 


ce J. S.: The Spectator. London, England, 
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MEDICAL ETHICS—SALTZSTEIN 


will have been tested and tried under circum- 
stances where volume of cases and controlled ob- 
servation are available. Similar wisdom goes back 
to Ambrose Paré (1510-1590): “A remedy thor- 
oughly tested is better than one recently invented.” 
Don’t lose your clinical perspective! 


Personal Conduct 
The AMA Code continues: 


“The physician must keep himself pure in character. 
He should be modest, sober, patient, prompt to do his 
whole duty without anxiety, conducting himself with 
propriety in his profession and in all the actions of his 
life. . . . A physician should neither exaggerate nor 
minimize the gravity of a patient’s conditions. . . . Self 
laudations defy the traditions and lower the moral 
standard of the medical profession; they are infractions 
of good taste and therefore unethical. The promise of 
radical cures or boasting of cures or of extraordinary 
skill or success is unethical.” 


A very brilliant young physician who had been 
in practice in the city only a few months told his 
patient, “I will now proceed to give you an exami- 
nation better than you can obtain at the Mayo 
Clinic.” He may have been correct, but accord- 
ing to the AMA code of ethics, he was lauding 
himself and therefore unethical. 

The AMA code comments on this same thought, 
as follows: 


“The most worthy and effective advertisement possible, 
even for a young physician especially among his brother 
physicians is the establishment of a well merited reputa- 
tion for professional ability and fidelity. This cannot 
be forced, but must be the outcome of character and 
conduct.” 


When I first came to Detroit, my job was to 
write up some of Dr. Ballin’s clinical material into 
medical papers. One afternoon I handed him a 
brief article upon which I had spent many hours. 
Evidently in an off-mood, he took one look at it, 
continued going from one examining room to 
another, shoved it into his pocket with the com- 
ment, “This business is built on satisfied cus- 
tomers!” 


Professional Confidence 


To get back to old Mr. Hippocrates: 


“And whatsoever I shall see or hear in the course 
of my profession as well as outside of my profession 
in my intercourse with men, if it be what should not be 
published abroad, I will never divulge, holding such 
things to be holy secrets.” 
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The AMA code says the same thing in a bit 
more modern and not quite so picturesque lan- 


guage. 


“Patience and delicacy should characterize all the acts 
of a physician. The confidences concerning individual 
or domestic life entrusted by a patient to the physician 
and the defects of disposition or flaws of character 
observed in patients during medical attendance should 
be held as a trust and should never be revealed unless 
imperatively required by the laws of the state.” 


The laws of the different states vary some- 
what in interpretation of these privileged confi- 
dences. Usually an exception is made when a 
person is under sixteen or when a crime has been 
committed. Usually, by act of law, this regula- 
tion survives the patient and is applicable after 
death. 

Shakespeare also had a word on the subject. 
After Hamlet, in the company of his two com- 
panions, had seen his father’s ghost, he entreated 
them not to breathe a word or whisper any intima- 
tion of what they had heard or seen with the 
following language: 


“Never make known what you have seen tonight. 
Come hither gentlemen and lay your hands again upon 
my sword. With arms encumbered thus, or this head- 
shake, or by pronouncing some doubtful phrase, as, ‘well, 
well, we know,’ or ‘we could if we would,’ or ‘if we list 
to speak’ or ‘there be, and if they might, or such 
ambiguous giving out to note that you know aught of 
me: This not to do, so grace and mercy at your most 
need help you!’’* 


Note how carefully he tries to caution them 
against any slight gesture or mild intimation which 
could be exaggerated into rumor and fancy. 

Some time ago, I had dinner with one of the 
residents and his wife. Within the space of fifteen 
minutes his wife told me the condition, history, 
outcome of every sick patient in the entire hos- 
pital. He had simply and unwittingly “sounded 
off to his wife” about all of his daily happenings. 
This is a very common failing, if you want to call 
it such. In the language of the oath and code, 
these are to a certain extent unethical. 

The whole moral code can be summed up very 
briefly in the final words, first from Hippocrates 
and second from the AMA code of ethics: 


“Now, if I carry out this oath and break it not, may 
I gain forever a reputation among all men for my life 
and for my art; but if I transgress it and forswear 


myself, may the opposite befall me.” (Hippocrates) 


#*Hamlet to Horatio and Marcellus, Act I, Scene V. 


1230 





MEDICAL ETHICS—SALTZSTEIN 


“The life of the physician if he is capable, honest, de. 
cent, courteous, vigilant, and a follower of the golden 
rule will be in itself the best exemplification of ethical 
principles.” (AMA Code) 


In other words, put yourself in the patient's 
place and ask the simple question: What would 
you like to have done upon you? 


Talking to Patients 


When I first came to Detroit, a doctor whom | 
had just met said to me, “Well, if you’re going to 
be associated with Dr. Max Ballin, observe what 
he tells the patient.” I thought that was an odd 
remark, but as I followed it I realized that this 
ethical behavior was continually exemplified in his 
handling of those about him. He was strict and 
did not mind a sharp or sometimes angry retort, 
but everybody knew that there was a kindly spirit, 
an appreciation of the whole situation of illness, 
and an ability to put himself in another’s position 
and share their worries, and withal there was a 
strict sense of honesty and honor. 

As I stated, one must solve these problems ac- 
cording to the dictates of his own conscience, 
However, when it comes to telling the truth, 
modern medicine seems increasingly inclined to 
encourage it. Doctors are much more inclined 
today to take the patients into their confidence 
than they were a generation ago. The reasons are 
several. Patients are much better informed today 
and if one does try to fool them and the condition 
is serious, they will seek other advice immediately, 
or look it up in a book, or the next weekly maga- 
zine they read might have the answer for them, 
and in unequivocable terms. For another reason 
the truth is the most practicable. If three or four 
doctors are in attendance, and a line of conver- 
sation and an explanation is agreed upon that is 
not exactly consonant with the facts, one or two 
are apt to forget what they have told the patient, 
or somebody else will unwittingly tell the true 
facts or some friend will reveal them. Then the 
patient comes back with a legitimate feeling of 
doubt as to the veracity of his or her medical 
advisors. One time a few years ago, walking 
around at a neighboring university clinic, I asked 
the professor whether he always told a_ patient 
he had cancer. He said yes. Then he related that 
several years ago they had taken care of a man 
for carcinoma of the larynx. His wife begged 
them not to tell the patient his true illness; they 
followed her pleadings. About five years latet, 
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she herself came back to the hospital and was 
found to have cancer of the esophagus. They told 
her the nature of the true illness, whereupon she 
stated that she certainly wouldn’t believe a word 
they told her because they had lied to her hus- 
bend five years before. 

One can summarize this again from Shake- 
speare : 

“To thine own self be true, and it must follow as 


the night the day, though cans’t not then be false to 


any man.’ f 


Personal relationships are something that grow 
out of character and cannot be detailed or learned 
in books. There is a story about Dr. Balfour, in- 
ventor of Balfour retractor. He was finishing his 
fellowship service at the Mayo Clinic and wonder- 
ing where he was going to go to practice. Will 
Mayo came to him and said, “I have noticed that 
when patients leave Rochester they come here 
and shake you by the hand to thank you. You 
stay here with us.” 

A few weeks ago one of the residents called 
me up and said, “Guess what! Mrs. so and so 
brought me a bottle of champagne.” I was not 
surprised because two weeks before the patient 
in question had lain in bed for three or four 
days while a specimen of a small breast lump had 
been sent to New York for a consultant opinion. 
When I called up this resident and told him to 
tell the patient that she could go home, that she 
did not have to have her breast taken off, he 
exclaimed, ‘‘Gee, that’s swell, I’m sure she will be 
tickled and happy. I’ll run upstairs and tell her 
immediately.’ He had shared her problem and 


had worried along with her. 


Choosing a Physician 


How do patients choose a physician? What 
makes up the different facets of a physician’s 
character and ability which makes the family 
want to employ him? There are various reasons, 
but as young men, you may be surprised to find 
out how irrational people are, and how one little 
slip or gesture or smile or, on the contrary, some 
little mildly repulsive act will sway a patient’s 
regard for you. 

Lord Thomas Horder, the eminent English phy- 
sician, was once called to a consultation, and he 
Puzzled for a while as to why they had picked out 
their particular family advisor. On inquiry, the 
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answer was, “Because he played the piano nicely.” 
Now that might be a silly and pointless remark, 
but it might also denote that the particular doctor 
had poise, charm, got down to the patient’s level 
of interest and was a sympathetic companion, 
and this may have hidden a host of deficiencies in 
his medical education. 

Comments have been made in the hospital that 
patients object to an untidy appearance of the 
interne. Perhaps your contemporaries did not 
shave, and their neckties are not adjusted. These 
are minor matters, but you have no idea how 
important they might seem to somebody who 
is lying flat on his back and looking straight up 
at the ceiling all the day long. 

Years ago a rather eccentric person was bitten 
by her favorite pet dog at midnight. 
making fudge and some of it dropped on the 
dog’s neck. She went to Herman Kiefer Hos- 
pital and they had no emergency service, so 
she went to Harper Hospital. 
satisfactorily by the resident at 2 a.m. 


She was 


She was treated 
By this 
time she was quite distraught. The next day, all 
she remembered of the occurrence was the hor- 
rible looking blue shirt the resident wore and how 
it clashed with his white uniform. She immedi- 
ately wrote a letter to the superintendent com- 
plaining about that blue shirt; not a word about 
the efficient care at 2:00 a.m. 


Moral Overtones 


I would like to touch briefly on one facet of 
this ethical problem. Daily in your work as in- 
tern or resident and throughout private practice, 
you will be faced by moral choices of one degree 
or another. These are never presented as sharp- 
cut black-and-white figures but there are always 
shades and overtones of gray. How do you solve 
them? It depends on your own moral fiber. Your 
conscience may be elastic and settle for anything. 
On the other hand, you might have a puritanical 
inner voice which defeats your own usefulness by 
being absolutely stubborn and inflexible. 

The simplest example I can think of is this: 
I have never seen a hernia in a man who had 
insurance against it where he would admit that 
the rupture antedated his taking out the insur- 
ance. In one recent instance, I had a note on 
my chart stating that I examined a patient in 
1951 and he had the hernia then, but his answer 
was, as it has always been in other cases, “Well, 
I’ve paid on that policy so long that I’m cer- 
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tainly entitled to benefits. The total hospital 
illness would mean $300 to $500 to me and I can- 
not afford that.” You are faced with the moral 
choice of either accommodating him or holding 
fast to what is stated in your record and the 
possibility of being subpoenaed for the record, 
or for what he might have stated in the hospital. 

Another example: The child has a temperature 
of 103° and persistent local tenderness over the 
appendix region. The operation was done after 
some observation, and the appendix proved to be 
very slightly if at all inflamed. Should one tell 
the family that there was nothing wrong with the 
appendix? Or that there was mild appendicitis but 
there are other things wrong which we will have 
to observe? Or that the appendix was diseased 
and that was the child’s entire sickness? You can 
easily do the last because nowadays with the pow- 
erful antibiotics and general care that we have, 
one can feel morally certain that in a few days 
the temperature will abate and the child will be 
well. 

From these simple illustrations, one can progress 
into all sorts of complicated family or personal 
relationships, or soar into the heights of politics, 
drama or fiction. You can paint the various shades 
of grey to your own satisfaction. 

The Caine Mutiny is an arresting drama de- 
picting the conflict between blind loyalty to a 
superior naval officer, no matter what his compe- 
tence, and the instinct for self-preservation in the 
center of a typhoon, 

To one politician, a national campaign is a 
“forum where one’s personal sense of honor and 
responsibility should be supreme.” To another, it 
may be a job wherein he can “peddle any shoddy 
promise or half truth,” “endorse any foul tactic” 
or “abandon any friendship”—all for the sake of 
votes. 


Religion, Psychiatry, and Medicine 


As everyone knows, in the Middle Ages religion 
and medicine were synonymous. The only medi- 
cine was that practiced by the priests. When our 
base hospital went to France in the First World 
War, we were quartered in a small monastery in 
the south of France, a bit inland from Bordeaux. 
In the basement of the monastery there was a 
dispensary full of herb medicines, which the 
monks dispensed to the populace as late as 1917. 

There were very few psychiatrists in the First 
World War. The growth of psychiatry has come 
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about since then. Next we have seen the jp. 
creasing emphasis on psychosomatic medicine 
which is past the experimental and joke stage, 
We are now witnessing a tremendous renaissance 
of religion in this country, described and docy. 
mented in a recent feature article in Life Mago. 
zine (April 11, 1955). Church building is a boom 
industry. There are thousands of “store front 
church congregations,” many of which are ques. 
tionable in intent but others representing a sincere 
desire in people of all classes to partake of some 
spiritual or ethical or religious guidance which 
they feel has been lacking. Not to be outdone, 
Newsweek (Oct. 24, 1955) had a seven-page 
article on “The Mind,” tracing the history, present 
status and problems of psychiatry. Ten million 
people in this country need a psychiatrist’s care, 
and there are only 4,000 psychiatrists. 

The modern doctor must be attuned to all 
this. Again one can go back to ancient times, 
The following is an epitaph on the tomb of an 
Athenian doctor who lived in the second century 
A.D. “These are the duties of a physician: First 
to heal his mind and give help to himself before 
giving it to anyone else and not look upon his 
patient or make approaches contrary to divine 
law and to the oath.” The Catholic religion has 
quoted Jesus over and over again as saying; 
“Physician heal thyself.” An old Hebrew proverb 
has it, “Heal thine own lameness.” Psychiatrists 
demand that any practitioner must have this in- 
sight into his own emotional life. There is no 
question but that the awareness of religion or 
religious principles or psychiatric principles is in- 
creasing in the practice of medicine today. 

Such concepts are more important from a prac- 
tical standpoint in some specialties than in others. 
A general practictioner in an impoverished com- 
munity or neighborhood must perforce become a 
practicitioner of the healing art, which embodies 
the principles of psychosomatic medicine, if he 
merely gets up each day and goes his rounds and 
then goes to bed and continues in this fashion year 
in and year out. In order to dispense his type of 
therapy, or guidance (and often solace), he must 
apply these psychodynamic principles himself. The 
pediatrist knows the mothers’ reactions. The gyne- 
cologist, by and large, has made a conscious effort 
to learn these modern trends of thought. In other 
specialties the need may not be so apparent. The 
roentgenologist can sit in a dimly lighted room 
in front of a view box all day and need not be 
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concerned with such nonsense. The busy operat- 
ing surgeon is apt to neglect them. The pros- 
perous allergist, whirling about between his needles 
and his patients, has no time for them. 

As an example of this void in medical care, 
Norman Vincent Peale’s Church in New York 
operates a psychiatric clinic which sees 1,500 
patients a year. The staff comprises several psychi- 
atrists, social works, psychologists and clerics. Al- 
though perhaps the medical opinion might say 
that this is a rather superficial approach, never- 
theless the demonstrated success of the venture 
only confirms the need for such services. 

Consider these psychiatric concepts seriously 
in your hospital work, and take every opportunity 
to learn them! 


The Internship 


At the hospital stage of a doctor’s education, 
it is high time that he formulated proper attitudes 
and habits of work. I hope you will pardon a 
few bits of advice. 

1. A good history is not one that is three pages 
long, nor is it one that is a quarter of a page 
long. It should detail accurately and chrono- 
logically the exact story of what the illness actual- 
ly is. Will Mayo once remarked, “I know of no 
more delicate adjustment in the whole realm of 
human endeavor than that of trying to winnow 
the wheat from the chaff in taking the history of 
a nervous person’s illness who does not observe 
carefully and cannot remember exactly.” My own 
personal feeling is that if one learns how to take 
a good clinical history in the year of internship, 
the year will have been successful. It transcends 
all of the laboratory and consultative opinions you 
can get. 

2. Put down as exactly as you can, what you 
have observed. If there is a lump in the breast 
or a mass in the abdomen, write down as many 
characteristics of that mass as you can find. Is 
the skin dimpled? Are there nodules palpable? 
Is it tender? et cetera. Examine it two days later 
and see if you can add anything. 

3. Learn to know your patients as a whole 
individual, not “that hip in 301,” or “that cardiac 
failure in 513.” You may have something on the 
orthopedic consultant, for example, if you know 
more about the entire disease picture than he does. 

4. Get acquainted with your patients in your 
spare time. It is rewarding. You will find that 
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conversation oriented to their own ills and wor- 
ries is more educational than your own recital 
of your new baby, new wife, or new automobile. 

5. Learn as much pathology as you can. In 
spite of the growth of ancillary sciences such as 
bacteriology, physiology, chemistry, and so forth, 
pathology still remains the backbone of diagnos- 
tic accuracy. Just try this experiment for your- 
self in the next six appendices you see. Mark 
down what you think is the pathologic condition 
of that appendix as determined by your history 
taking and clinical examination. Is it simply red 
and injected? Is it covered with exudate? Is it 
gangrenous? Is there peritoneal soiling, and if 
so, how much? Thus try to get in the habit of 
visualizing what the picture of the disease inside 
the abdomen is before you see it opened up before 
you. Likewise, write down exactly what you ex- 
pect to find in the postmortem before the event. 

6. Read up on the topics of your day. If you 
have seen an unusual heart case that day, or pe- 
culiar fever, or a bizarre ulcer, take ten or fifteen 
minutes at night to review the standard informa- 
tion on that subject. If you have assisted in a 
gall-bladder operation, take down the book on 
anatomy of the gall bladder and see why or how 
the technical pitfalls were avoided. Use the stand- 
ard texts, not necessarily erudite scientific articles. 

7. Whatever you do and wherever you go 
consider your own education. The commonest 
fault that I find is for an interne to come up 
onto the floor and ask the nurse what intraven- 
ouses are to be given, squirt the needle into the 
vein and disappear in five minutes. The nurse 
has carried out her responsibility, the interne has 
done what the hospital pays him for, but the total 
transference of knowledge is nil. Why did the 
patient need that particular intravenous injection? 
Did you agree with what the attending physician 
or surgeon ordered? Should he have done this or 
would you have done differently? What is the 
progress of the patient in the last day or two and 
what can one expect? Are the fluid balance and 
electrolyte problems adequately handled? All 
these demonstrations are here for your asking. A 
nurse called an interne saying that a patient was 
dying and would he come up and see her. The 
answer she got on the phone was, “Well, let me 
know when he dies and I will come up and sign 
the death certificate.” What a wealth of educa- 
tional opportunity that boy missed! Here was a 
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Pulpstones and Head Pains 


6 toes pulpstone is a bone-like concretion in the 

substance of the dental pulp. Without a 
doubt, pulpstones have been the etiologic agent 
of head pains in considerable numbers and with 
wide variation in pattern and intensity. As a 
cause of referred pain, the pulpstone has not 
been commonly recognized. Practitioners of long 
experience have stated that they have never 
heard of pulpstones being the cause of referred 
pain and some have never heard of pulpstones. 
However, failure of recognition may be the reason 
for not having had experience with them. 

My personal conviction in this problem is 
based on a considerable number of cases in my 
own practice, plus the experiences of some of 
my acquaintances. 

There is agreement among my confreres, in 
both the dental and medical professions, that 
pulpstones have caused serious trouble and in 
sufficient numbers that the possibility should not 
be disregarded when head pains of obscure origin 
are under study. 

Pulpstones have been responsible for diverse 
manifestations of pain. Some have presented the 
symptoms of migraine. Others have been mani- 
fested in stabbing paroxysmal seizures, both intra- 
Others have been 
expressed as “sick headaches” with dizziness and 
Others simulated the 
flashes of tic douloureux. 


cranially and extracranially. 


nausea. have lightning 
Some cases present 
all of these manifestations. 
It is well known that cases of severe pain of 
pulpstone origin have been diagnosed “atypical” 
(whatever that means), and one of our cases was 
declared to be on a psychoneurotic basis and so 
treated with a series of eight shock treatments. 
The 
American Dental Association library has about a 
half dozen articles which deal directly with pulp- 
stones as the cause of head pains. The American 


Medical Association librarian wrote, “We regret 


The literature on the subject is scanty. 


to report that we have not found any articles 
dealing strictly with dental pulpstones as a causa- 
tive agent of head pains. However, we are en- 
closing a few references which cover the relation 
between headaches and dental infection.” 
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By William A. Cook, DDS, 
Midland, Michigan 






Researchers in dental anatomy, who have ob. 
served the development of pulpstones, are not 
in accord regarding their cause. Age is not the 
answer. Pain due to pulpstones has been re. 
ported in an eight-year-old child, and pulpstones 
are common in adults of all ages. The health 
of the teeth is 
teeth without caries and with healthy supporting 


not the answer. Pulpstones in 
structures are aS common as in teeth with ex. 
tensive caries and periodontal disease. 

Pulpstones are concretions of calcium phos. 
phate, calcium carbonate and magnesium phos- 
phate. They develop within the dental pulp, 
which is a soft tissue mass composed of nerve 
fibers, fibrous tissue, blood vessels and lymph 
channels, and which fills the pulpal chamber. 

It is obvious that pulpstones begin with a 
granular deposit and grow by increased deposits 
similar to other calcareous bodies, such as gall 
stones, gouty concretions, renal calculi, et cetera. 

It is obvious, too, that like other concretions, 
pulpstones can and do create irritations with 
accompanying inflammation and pain, and especi- 
ally if the concretion is in nerve substance with 
which the dental pulp is well supplied. Many 
pulpstones grow to completely fill the pulpal 
chamber, and in those instances the blood supply 
may become strangulated, with resultant death 
and necrosis of the pulpal tissues, inflammation 
and pain. 


All pulpstones do not cause trouble. In fact, 
proportionately, it is a rare occurrence. Many 


people have multiple pulpstones and some have 
them in all of their teeth. I had two patients, 
who were sisters, and all of their teeth were 
filled with pulpstones, yet neither had ever had 
local pain or headaches of obscure origin. 

To make a diagnosis of pulpstones as the cause 
of referred pain is oftentimes most difficult and 
sometimes impossible; likewise, it is frequently 
difficult or impossible to isolate the offending 
tooth. 

Stafne sums up the problem as follows: “Pain 
is one of the most frequent symptoms of com 
plications associated with pulp nodules. The 
pain may vary from a mild neuralgic type, which 


]MSMS 

























the pa 
undue 
ous to 
remov 
lief of 
during 
sixty } 
adult 

of whi 
were 1 
eight 


New 
sents | 
spot. 
made, 
are 0 
view | 
usual 
stones 
clusio 
neura 
made 
other 
migh: 
other 
infect 
espec 
of be: 
are | 
neurs 
it is 
am 
sever 


of th 

Si 
a co 
case 
cases 
of a 
Socie 
char; 


Co 
phys) 
Over 
thou 
to h 
she 1 
in be 





















































DDS, 
fichigan 


ave ob- 
are not 
not the 
een re- 
Ipstones 
health 
ones in 
porting 
vith ex. 


1 phos- 
n phos. 
il pulp, 
f nerve 
lymph 
nber. 
with a 
deposits 
as gall 
cetera. 
cretions, 
ns with 
1 especi- 
ice with 
Many 
pulpal 
1 supply 
it death 
nmation 


In fact, 
Many 
ne have 
patients, 
th were 
ver had 
in. 
he cause 
sult and 
equently 
ffending 


s: “Pain 
of com- 
ss, The 
e. which 


JMSMS 





the patient may tolerate for many years without 
undue complaint, to an excruciating type analog- 
ous to tic douloureux. Garreston reported that 
removal of pulp nodules afforded complete re- 
lief of dental neuralgia which has been present 
during the greater part of the life of a patient 
sixty years of age. Such pain is not confined to 
adult patients. White reported two cases, in one 
of which pulp nodules in a lower deciduous cuspid 
were responsible for pain. The patient was a boy 
eight years of age. 


Neuralgia caused by pulp nodules often pre- 
sents a difficult problem in determining the focal 
spot. In no event should a hasty diagnosis be 
made, as too often in such cases one or more teeth 
are needlessly sacrificed. This is significant, in 
view of the fact that pulp nodules, if present, are 
usually found in the pulps of several teeth. Pulp 
stones are far too common to lead to the con- 
clusion that they are the one causative factor of 
A thorough investigation should be 
made to discover and, if possible, to eliminate 
other conditions in and about the mouth which 
might be responsible for referred pain, such as 
other defects in teeth, abnormalities of the sinuses, 
infections of the ear. Posterior maxillary teeth, 


neuralgia. 


especially those with pulp nodules are in danger 
of being extracted unnecessarily if these conditions 
are present and not recognized. In any case of 
neuralgia, the source should be eliminated whether 
it is a pulp type nodule or some other focus, for 
a mild type of neuralgia may develop into a 


| severe type, which may persist in spite of removal 


of the original focus.” 


Since there is little material on which to present 
a comprehensive discussion of this subject, three 
case reports are submitted for consideration. The 
cases were selected because each has been a patient 
of a member of the Michigan State Medical 
Society and was referred by the physician-in- 
charge. 


Case Reports 


Case 1.—Mrs, P., aged sixty-nine, the wife of a 
Physician in Detroit, had suffered intracranial pain 
Over a period of “several years,’ and migraine was 
thought to be the cause. Frequent attacks confined her 
to her bed. During a European trip with her husband, 
she was stricken with an attack in Paris which kept her 
in bed for ten days. When she was sufficiently recovered 
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to travel, they came home and she went into Harper 
Hospital for examination. The several diagnostic de- 
partments found nothing to which her trouble could 
be ascribed. 

Two of Dr. P.’s friends continued to consult with 
him about the case and one of them requested a dental 
examination. Roentgenographic examination revealed 
pulpstones in her molar teeth and one appeared to 
fill the pulpal chamber of the lower left first molar. 
Percussion elicited a “different feeling’ in the lower 
first molar than in the adjoining teeth. An electric 
pulp-tester induced only a slight response. Hot water 
on the lower left first molar brought on the same severe 
intracranial pain, with which she had long suffered. 
Inferior alveolar nerve block anesthesia stopped the 
pain. The tooth was extracted and during the remainder 
of her life (three years) she had no recurrence of the 
pain. 


Case 2.—The following statement was brought to my 
office on October 15, 1955: 


“The first part of June, 1953, my head started aching 
severely on the right side. My right eye felt as if it 
was pulling to the side and my right ear felt as if 
there was a terrific pressure on the inner ear. We called 
Dr. — and he came to the house and examined me. 
He thought there was something wrong with the fifth 
nerve, but called Dr. — to make sure’ there wasn’t 
something wrong with my eye. He assured us there 
was nothing wrong with the eye. Dr. — then advised 
me to see Dr. —, a neurosurgeon in Saginaw. I went 
to see him and he advised an operation in which he 
said he removed a section of the fifth nerve and tied off 
a small blood vessel. This operation did not help at all 
as the pain was as bad as ever. At this time my head 
ached almost constantly. 

“Dr. then advised me to see Dr. , a psychi- 
atrist in Flint. He thought some electric shock treatments 
would help and I had a series of eight shock treatments, 
which did no good at all; they only discouraged me. At 
about this time I made up my mind that no one would 
help me. I then went to see Dr. —, a chiropractor, 
who told me a bone in my neck was out of place. 
After a few treatments, I could see he would never 
help me, but only wanted me to keep coming back. I 








then went to see Dr. — who examined my eyes, ears, 
and sinuses and found everything fine. Dr. — advised 
me to see Dr. — who first treated me for allergies. 


This didn’t help at all, and he then sent me to Mid- 
land Hospital where I had a spinal tap and pressure 
test which showed everything to be all right. Dr. — 
then tried to help me with all kinds of different medi- 
cines. I would try one for a week or two and then 
another. Then he took me to see Dr. — who x-rayed 
my teeth. He found that I had pulp stones in three 
teeth. One tooth had quite a few stones in it. Dr. — 
tried several different things to see if he could determine 
which tooth was really causing the headache. I got dis- 
couraged and went back to Dr. — who made arrange- 
ments for me to go to University Hospital in Ann 
Arbor where after staying five days they didn’t find 
anything wrong except that I was rather nervous. Let 
me say at this time I was completely discouraged 
and didn’t know what to do. My husband wanted me 
to have this tooth pulled and I really didn’t care any 
more what anyone did. He took me to Dr. — and 
asked him to pull the tooth which, after a lot of 
persuasion, he did. That was in January, 1955. My 
head has ached only once since the tooth was pulled 
and I feel wonderful, like a new person.”—Mrs. A. J. W. 
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Case 3.—Mrs. W. B., a housewife, age 31, who com- 
plained of a pain on the right side of her head, made 
the following statement on June 15, 1955: 

The patient’s statement was as follows: 


“Four and a half years ago a sharp pain in the right 
side of my head hit suddenly and with great severity. 
Since then I have had frequent attacks and so severe 
that I would become dizzy. There has been no con- 
stant pattern, they would just come and go. 

“TI was working for a physician in Mt. Pleasant and 
many times I had temporary relief from different medi- 
cations, but always my headaches would recur. I had 
many examinations, general physicals, EKG, EEG, 
spinal tap, complete neurological, and eyes. Several 
times I was in the hospital for diagnosis and treatment, 
to no avail. The pain usually came on when I would 
get up in the morning. 

“In Grand Rapids I was examined by a neurosurgeon 
for brain tumors and he found nothing wrong. He 
referred me to a psychiatrist but my home physician 
said that he had known the case since its beginning and 
it was not on a psychiatric basis.” 


On June 15, 1955, she had a severe headache on the 
right side. X-rays revealed pulpstones in the upper 
molar teeth, and the right posterior superior alveolar 
nerve block relieved the pain. On June 24 she stated 
on the telephone, “I have been comfortable since the 
June 15th attack.” On July 7, 1955, she suffered a 
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severe right frontal headache, the first since the Jun 
15 attack. Posterior superior alveolar nerve block pr. 
lieved the pain and the headache stopped. Again op 
July 21, 1955, there was a severe right side head pain, 
Infiltration anesthesia over upper right first molar fp. 
lieved the pain. The upper right first molar was ¢. 
tracted. On August 11, 1955, in a telephone conversa. 
tion, she said “Not a sign of pain. This is the longes 
that I have gone without pain that I can remember.” 
Again on September 2, her husband said, “She is com. 
fortable. We’re keeping our fingers crossed. It’s wonder. 
ful so far.” On November 4, she commented, “TI feel 
wonderful. I have had no pain at all. It just doesn’t 
seem possible.” 


It seems apropos at this time to state that we 
have seen seven positive pulpstone cases in the 
last two years. The pains have varied from tooth- 
ache to excruciating intracranial pains. 


All of these patients have had complete relief 
after the removal of the offending tooth. Also 
we have seen three other cases with obscure head 
pain, with pulp stones present, but we have been 
unable to determine the cause. 








disease picture in its terminal stage, with oppor- 
tunity for observation of variegated conditions, 
and the young hopeful was too lazy to look! 

8. You will find staff men, by and large, very 
open to critical suggestion and they will welcome 
any inquiry you might make of them. The one 
thing that they ask, however, is that you know 
their patients. If you have studied and followed 
the patient with them and know what has been 
ordered, you can partake of their experience, 
which antedates yours by ten to twenty years. You 
will find they are interested in you, if you are 
interested in them. 

In the operating room, know your patients from 
your own examination the night before, if at all 
possible. If an interne comes into an operating 
room at 8:00 a.m. and asks me what is the his- 
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tory of this case, personally I “clam up.” If, like- 
wise, the resident snatches a chart from under- 
neath the stretcher about three minutes before 
eight o’clock and looks it over, then comes into 
the operating room, I am not very much inclined 
to let him do the operation. Because in the first 
place, that is not good instruction, and in the 
second place, I don’t think he has earned the 
right. 

We all recognize that the interne year is chang- 
ing. Nobody considers that you are a hired em- 
ployee of the hospital, although there is an im- 
plied obligation behind your contract. We all con- 
sider that the interne year is the fifth year in 
medical school, and that you are here to leam 
principles of the practice of medicine as well # 
clinical facts. 
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HROUGH the activities of a lay organization, 
incorporated as the Muscular Dystrophy As- 
sociations of America, the disease muscular dys- 
trophy has become increasingly familiar to people 
throughout the country. The author feels that 
this familiarity by the public validates a general 
review of the condition in order that doctors, first, 
may more readily recognize cases that could be 
overlooked and, second, be able to answer those 
pertinent questions that patients are sure to pose. 

Historically, muscular dystrophy was first estab- 
lished as a disease entity in the second half of the 
1800’s, although the first accounts of the disease 
were those of Semmla in 1834 and of Costa and 
Gioja in 1836. 

In 1868, G. B. Duchene of Boulogne described 
the pseudo-hypertrophic form of the disease which 
This form is by far the most 
prevalent. It is hereditary in 35 per cent of all 
cases and affects three times as many males as 
It commences in childhood between the 
ages of three and ten and runs its course more 
rapidly than any of the other types. The promi- 
nent feature increase in the size of the 
muscles affected, particularly those of the calf. 
The calves become abnormally large and give the 
appearance of tremendous strength, and yet they 
are particularly weak. The hypertrophy is due to 
fat deposits, resembling localized lipomata and 
little or no trace of muscle fibers. As the condi- 
tion progresses, the muscle bodies become short- 
ened and contractures develop. These contrac- 
tures lead to distortions of the limbs. Those in the 
calf muscles make it difficult or impossible for the 
patient to get his heels to the ground, and so he 
is forced to “walk on his toes.” Later, as the con- 
tractures involve the hamstrings, the knees become 
flexed and the patient is unable to walk or stand. 

Prior to the formation of contractures, the weak- 
ness of the muscles of the legs and about the hips 
makes it difficult for the patient to arise from a 
chair. In ascending stairs, the patient rises a step 
at a time by pushing his trunk erect from the 
flexed leg with his hand and arm and thus follow 
up with the other leg. In arising from a lying 
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The Present Status of Muscular Dystrophy 


By Charles J. Pelletier, M.D. 
Hazel Park, Michigan 


position, the patient must roll over to a prone 
position, face downward, and raise his trunk on 
arms and knees and then “climb up” himself by 
means of his hands placed at increasingly high 
points on his legs. The patient also develops a 
peculiar rolling or waddling gait, aided by a side 
to side motion of the trunk and shoulders. This 
is to accomplish the act of raising the foot from the 
floor, rather than to try to lift the foot directly 
by action of the quadriceps femoris group. 

It is this group of patients that fall and stumble 
frequently. This is the child who is brought to the 
doctor with the complaint “he stumbles and falls 
over nothing.” 

Prior to the use of chemotherapeutic agents and 
the antibiotics, it was taught that these patients 
rarely lived beyond their teéns, usually succumbing 
to a lung infection, the weakened muscles of the 
thorax being unable to expel the secretions of the 
lungs. As a_ result, these patients frequently 
strangled on small amounts of mucus in the 
bronchii and trachea. Liberal use of antibiotics 
and oxygen, preferably by nasal catheter, is indi- 
cated early in all pneumonic and upper respira- 
tory infections. Laryngeal suction apparatus should 
be available and tracheotomy may be necessary. 

In 1884, W. H. Erb described a second form 
now known as the juvenile form of the disease. 
This form has its onset in childhood or adoles- 
cence. The muscles earliest affected are those of 
the shoulder girdle, thigh and back. The progres- 
sion, while similar to that of the pseudohyper- 
trophic type, is slower so that these patients may 
attain middle age. This form likewise shows a 
strong hereditary tendency, but females are as 
equally affected as males. 

In 1886, the fascioscapulo-humeral type was 
distinguished from the juvenile type in a paper 
by L. Landouzey and J. Déjérine. This is quite 
similar to the juvenile type and some authorities 
class it as part of the type described by Erb. This 
form develops in early adulthood and the muscles 
first involved are those of the face followed by the 
shoulder girdle and upper arms. The atrophy of 
the facial muscles produces a characteristic tapir 


1237 



























































































































































































































































































mouth. The lower lip curves downward so that 
the smile is transverse. Early the patient has con- 
siderable difficulty in whistling or drinking through 
a straw and later these abilities are lost entirely. 

Finally, there are those forms of the disease 
which are classified as mixed types. These are 
more difficult to categorize. Included here is the 
fatal progressive myositis which has its onset 
between the ages of thirty and fifty. It shows no 
inheritance tendencies and may strike anyone. 
It is closely related to the pseudohypertrophic 
form and, as in the latter, the course of the disease 
is very rapid, often causing death in from five to 
ten years. 

The underlying cause of the disease remains a 
mystery to investigators. Basically, muscular dys- 
trophy has been considered to be a muscular dis- 
order for this is where some pathology is demon- 
strable. However, investigations must be directed 
at the entire organism. Where would we be in the 
treatment of pernicious anemia if all research had 
been directed at the bone marrow or the red 
blood cell? 

We must recognize that, as a disease showing 
hereditary tendencies and appearing at variable 
stages of life, there must be genetic defect and, 
with it, some metabolic error. This thought is not 
too difficult to conceive when we consider that 
such a process occurs in diabetes mellitus. 


It has been established for a number of years 
that there is a definite relationship between Vita- 
min E deficiency in the diet of certain laboratory 
animals and the occurrence of muscle weakness 
and paralysis (both in the animals and their 
progeny), associated with histopathologic lesions 
of skeletal muscles. The term “nutritional mus- 
cular dystrophy” is used for this disorder, because 
of certain resemblances between the lesions ob- 
served in the muscles of these animals and those 
characteristically found in biopsies of muscles of 
muscular dystrophy patients. These experiments 
led to an early wave of enthusiasm in the use of 
Vitamin E for dystrophies. The similarity of the 
conditions stopped here, for, where it was possible 
to cure the dystrophic animal with adequate dos- 
ages of Vitamin E, no amount of the vitamin or 
variations of its chemical structure have demon- 
strated any lasting effect in the dystrophic child. 
Karl Mason showed that the disease is not due 
to an absence of Vitamin E in the affected muscle 
but rather that there is an overabundance. This 
favors the assumption that some inherited meta- 
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bolic error causes little or no production of an 
unknown catalytic agent capable of changing the 
Vitamin E molecule so that it can be utilized by 
the muscle cell. 

Clinical diagnosis of muscular dystrophy should 
present no problem. In the child, the hypertrophy 
of the calf muscles is much out of proportion to 
the muscle development of the rest of the body. 
This is particularly true in reference to the arms, 
as by the time the child is presented for diagnosis 
there may be some hypertrophy of the thigh 
muscles. It is felt by the writer that in children 
who do not walk by eighteen months, in the ab- 
sence of some brain disorder or other evident 
pathologic condition, progressive muscular dys- 
trophy must be considered and ruled out. 


Laboratory diagnosis is inadequate. There is 
an increase in urinary excretion of creatinine to- 
gether with a low level creatine output. This find- 
ing has been for years the only criterion for the 
diagnosis of muscular dystrophy. 

Recently George Schapira and his group, work- 
ing at the University of Paris, reported an increase 
of blood enzyme, serum aldolase occuring in 
muscular dystrophy and not found in other neuro- 
muscular diseases. This work bears promise of 
not only a laboratory diagnostic aid but also a 
treatment guide for various chemotherapeutic 
agents, to be used in the investigation on muscular 
dystrophy. It must be borne in mind that this 
work is new and needs verification. 

Muscle biopsy and microscopic diagnosis are a 
definite method of diagnosis. In the early stages 
the muscle fibers may be swollen, with loss of 
striations and increase of the sarcolemma nuclei, 
but later the fibers become atrophic. In this 
stage there may be a marked increase of the in- 
terstitial tissue, and great deposits of fat may 
occur between the muscle fibers. It is to these 
deposits of fat that most of the enlargement 
(pseudohypertrophy) is due. 

In a recent review of the literature in addition 
to his own work, A. T. Milhorat listed eighty-two 
substances and procedures in various combinations 
which have been tried in the treatment of the 
condition. None of these substances or procedures 
has shown any significant lasting effect on the 
course of the disease. Some are reported to be 
of slight therapeutic value, or are found, in an 
occasional patient, to produce mild beneficial ef- 
fect. 

Despite the blank wall of definite medical man- 
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agement, there is much that can be offered these 
patients. Primarily, they should be given hope. 
They should be maintained in as good health as 
possible through adequate diet and supportive 
vitamin therapy, and each infection must be 
treated as energetically as possible with all present 
antibiotic aids. Any period of bed rest or in- 
activity should be avoided. If the patient is 
forced to bed for any period, however brief, mo- 
tion and exercise in bed must be prescribed. 


It is in the field of physical medicine that much 
can be offered these patients, not only children 
but adults as well. At the time of initial diagnosis, 
a base line of maximal physical capacity should 
be established. All muscle groups should be tested 
and recorded. This base line should be re- 
evaluated within a month to six weeks to correct 
any errors present, due to incorrect diagnosis or 
poor cooperation on the part of the patient at the 
time of the initial examination. 

At the time of the initial testing, the parent, or 
the patient himself in the case of adults, should 
be shown which muscles are weakened or where 
contractures, if any, are beginning to develop. 
The parent should be instructed, first, in passive 
stretching to overcome the contractures and, sec- 
ond, in strengthening exercises, not only of the 
weakened muscles, but also of those muscles which 
later may become affected. This program must be 
carried out daily and periodic check ups must be 
made by the orthopedist or physiatrist. 


This program of physical therapy serves a two- 
fold purpose. It is of definite benefit to the pa- 
tient and, properly conducted and followed, it 
should delay by several years the day when the 
patient is confined to a wheel chair. Secondly, it 
gives the parent a sense of “doing something” for 
the child and gives release to the feeling of help- 
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lessness that the parent of a dystrophic child feels. 
This release from the feeling of despair will often 
prevent the parent from rushing from clinic to 
clinic to quack, to charletan and to all the other 
therapeutic vultures who are preying on the 
fringes of medicine, and it will be an immeasur- 
able gift to those parents who might otherwise be 
told by their family doctors, “Sorry, nothing can 
be done for your child.” 
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The AMA Film Library recently acquired two non- 
technical films that explain the functions of the heart 
and endocrine glands. Both films are so simply and 
effectively illustrated that they may be understood by 
any lay audience. Designed primarily for college 
hygiene and health education classes, these films are 
excellent teaching devices for any public group a 
medical society might wish to reach. Bookings may be 
arranged through the Film Library. 

(1) “Common Heart Disorders and Their Causes”— 
functions of a healthy and disordered heart are demon- 
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strated in this seventeen-minute film. One of the unique 
aspects is that it stresses the fact that people with 
heart disease are able to live long lives without seriously 
limiting their activities. (2) “Endocrine Glands—How 
They Affect You’’—this film locates and describes the 
eight endocrine glands and explains the function of 
the hormones these glands secrete. The fifteen-minute 
film studies the effects of these hormones on growth, 
metabolism, sexual development and behavior, and shows 
what happens when the flow of certain hormones is 
increased. or decreased. 
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Editorial 


RED FEATHER 


The autumn season of the year is upon us, and 
for the past many years we have seen the “Red 
Feather” campaigns. During the first World War 
there were “drives” to raise money for every 
worthy project, and each group with sufficient 
appeal gathered its workers and devoted a week or 
more to general canvassing of the business places 
and residences. Soon after the war, the various 
relief agencies and youth organizations continued 
the program proven so successful during the war. 
In the early nineteen twenties tliere were so many 
“drives” it was becoming a nuisance. A few cities 
attempted to consolidate the various campaigns 
into one each year to conserve the energies of the 
well-disposed community leaders who were in- 
variably called on to help, a task which meant 
spending many days away from their business try- 
ing to raise money. “Welfare Funds,” later “Com- 
munity Funds,” and then “Community Chests” 





THE FRONT COVER 
(Reading from left to right) 
ARETAEUS, who lived in Cappadocia in the 


second century, is said to have written the first 
description of diabetes in which this name was 
used for the disease. 


PAUL LANGERHANS, while working in Vir- 
chow’s laboratory, began his study of the anatomy 
of the pancreas in 1867 and in 1869 described 
the islets of the pancreas which bear his name. 
His untimely death at forty-one ended the career 
of a young man whose name has become known 
to students of diabetes everywhere. 


ADOLF KUSSMAUL 1822-1902, served as pro- 
fessor of medicine at Heidelberg, Erlanger, Frie- 
burg, and Strassburg. His name is best known 
for his description of the dyspnea of diabetic 
coma. 


OSCAR MINKOWSKI, born in Russia in 1858, 
did the first total pancreatectomy on a dog which 
marked the beginning of experimentation which 
was to lead ultimately to the discovery of in- 
sulin. 


SIR FREDERICK G. BANTING, an orthopedic 
surgeon, obtained permission to work in Professor 
MacLeod’s laboratory at the University of Toron- 
to, after his discharge from the Canadian Army 
in World War I. With the help of Dr. C. H. 
Best, he was successful in isolating insulin from 
pancreatic material in September, 1921. This 
achievement, without doubt, is the most impor- 
tant milestone in the conquest of diabetes. 
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were the result in most metropolitan areas through- 
out the United States. It was found people gave 
much more willingly and more generously for a 
group of projects. 

Each city developed its own program, consoli- 
dating the welfare and relief groups which pre- 
dominated, then added the youth groups, YWCA, 
YMCA, Boy Scouts, Campfire, Girl Scouts, Salva- 
tion Army, Visiting Nurses, Hospitals, St. Vincent 
de Paul, Jewish Relief, Charitable Union, Red 
Cross—fifteen to twenty groups united in one all- 
inclusive drive. This program was an almost in- 
stant success and favorable periods of the year 
were selected in each community. 

When the program had been accepted the term 
“Red Feather” was adopted and is being used 
quite generally. The season is now here and such 
campaigns are being conducted in most of our 
cities. There are thirty Community Chests in 
Michigan. The campaign in Detroit last year 
raised $15.5 million, a fabulous amount never 
before accomplished. 

During the past ten or fifteen years a new group 
of organizations has sprung up, the medical disease 
group. We already had cancer, tuberculosis, and 
crippled children drives, but along came infantile 
paralysis, Sister Kenny, cerebral palsy, heart dis- 
ease, muscular dystrophy, et cetera. All were con- 
ducting their own campaign and the same utter 
confusion again developed. Again an attempt was 
made to consolidate and with some success. Most 
of our Community Chests have accepted as one 
of their units the “United Fund.” 

Three medical groups have always remained 
aloof from the group because of their special ap- 
peal and method of money raising: the Easter 
and Christmas seals and the March of Dimes. 
Some of the other groups at first were glad to 
co-operate in the combined drives, but their na- 
tional offices claimed they had more appeal than 
the others with whom they were associated and 
ordered their local branches to withdraw from the 
Chests. We are now again developing too many 
“drive” groups. Industry in some of our cities 
has in self defense limited the soliciting time to 
one organization. Any who do not co-operate in 
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that way may have to develop new techniques. 

Whatever the accepted way in each city, let 
every doctor of medicine accept the condition, 
and not only work for the associated community 
function but give liberally. Remember, many 
groups are included, and friends who call are 
actively at work to conserve your time as well as 
theirs. 

Welcome, Red Feather. It reduces each charity 
or welfare interview to one contact rather than a 
dozen. 


GERONTOLOGY 


The percentage of the aging population is on 
the rapid increase. From 1940 to 1950, the av- 
erage population in New York increased 35 per 
cent, but the population over age sixty-five in- 
creased 95.3 per cent. The gradual improvement 
in health and living conditions is responsible; the 
medical profession proudly takes part of the credit. 

Time-honored economic practices decreed that 
older people continue to work as and if they 
could. Most of them were proudly self-sufficient, 
retiring when they wished if they had an estab- 
lished competence. But times have changed. The 
purchasing power of money has sadly diminished 
until the competence of twenty years ago is no 
more. The laboriously established retirement in- 
come is sadly inadequate. 

Adding to the confusion is compulsory retire- 
ment at age sixty-five, adopted during the de- 
pression to make jobs for younger people. Worth- 
while jobs were coveted by those in labor leader- 
ship. The aging person has difficulty obtaining 
work, especially in competition with established 
pension privileges. 

The 1950 studying 
5,600,000 persons in non-farm households through- 
out the nation, over sixty-five years of age, found 
that 46 per cent have incomes of less than $1,000 
a year and 77 per cent were under $3,000. 

Lack of jobs, low incomes, poor housing, physi- 
cal and mental inadequacies for education or rec- 
reation have all contributed to the unhappy state 
of our rapidly increasing millions of elderly frus- 
trated people. A conference on the problems of 
the older people was held in Ann Arbor in July. 

What can be done? The State of New York 
has taken official legislative action, and funds have 
been granted to help older people obtain jobs on 
the theory that employment should not be denied 
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on account of age to willing workers who ap 
able to work. Older laborers have more experi. 
ence, skill and stability when working. The ep, 
ployed also diminish the relief rolls, as well as pay 
additional taxes. 

The New York State Employment Service ha 
demonstrated that older workers are valuabk 
assets, worth having and worth keeping. A Bureay 
of Chronic Diseases is actively experimenting on 
reducing hospitalization costs, allowing older peo- 
ple to live at home, sending food, et cetera, to 
them on wheels. They are attempting to reduce 
the number of full-time hospital patients. A law 
also provides state aid for services to the aged, 
including preretirement counseling, _ retraining 
for employment, general education and recreation, 
There is an adult education department in the 
state education department. Pensions and the state 
tax exemption of $400 after age sixty-five, allow- 
ance for blindness, et cetera, do not provide eco- 
nomic security. 

Our state and our state medical society could 
well spark the study of the gerontology problem 
in other than the medical phase. Complete and 
essential medical and health care necessarily in- 
clude shelter, food, and clothing. In some areas, 
provision for the bodily comfort of aging persons 
is being considered a community problem. The 
city of Kalamazoo, for example, has made a start 
in providing housing. 


THE BECKER REPORT 


Effective August 18, 1956, Harry F. Becker, 
M.D., resigned from the staff of Michigan Hospi- 
tal Service, severing connection with a study 
which made history in the field of prepayment of 
hospital costs. In 1952, at the request of Michi- 
gan Hospital Service, the Michigan State Medical 
Society through its Council appointed a study and 
survey committee to analyze medical service in 
hospitals to determine, if possible, the amount and 
cause of alleged “over utilization.” At the expense 
of Michigan Hospital Service, this committee en- 
gaged Dr. Harry F. Becker to conduct the study. 

Permission had to be gained for critical exam 
nation of twelve thousand consecutive records in 
twenty-five hospitals. The subject material was 
the highest type of confidential information. The 
cases were studied for any indication of misuse 
or over utilization, excessive medication, unneces 
sary treatment or surgery, or hospital stay. All this 
was necessary to determine misuse and the amount. 
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This material and the conclusions were kept in the 
most profound secrecy for two reasons: (1) con- 
fdential information about hospital patients, and 
(2) that immature or improper information be 
not released. 

About two years ago, the Michigan State Medi- 


cal Society committee members visited every 


county and district medical society in the state 
siving detailed reports from closely guarded copi- 
ys notes. In 1954, a lengthy paper was presented 
to the American Hospital Association. Soon after 
that release, the Council dissolved its committee 
without releasing the material. Numerous na- 
tional magazines, Reader’s Digest, newspapers, 
and medical journals, published reports and anal- 
yses accusing the doctors of grossly misusing Blue 
Cross. Pressure groups have asked for the com- 
plete study. 

Garbled reports of the Becker study, demands of 
labor leaders, the advice of the insurance com- 
missioner, and a letter from the President of 
Michigan Hospital Service, and the recurring 
request from Michigan Hospital Service for in- 
creased rates prompted Governor Williams to ap- 
point a study commission “to determine why hos- 
pital costs are increasing, and what to do to com- 
bat the resulting increase in Blue Cross premium 
rates.” During the resulting hearings of the com- 
mission, members again asked for the complete 
Becker study material. They were not appeased 
even when told the whole story had been printed 
repeatedly and that they had been given copies 
in their prepared material. 

The commission at the conclusion of its hear- 
ings, including testimony from MHS, MHA, 
MMS, MSMS and others, announced it was 
transferring all of its material to Doctor Axelrod, 
Director of Social Studies of the Department of 
Public Health, University of Michigan. 

Dr. Becker’s announced resignation again 
touched off publicity in the press. Dr. Axelrod 
resigned from the analyzing group at the Univer- 
sity with more insinuations that vital factors were 
being withheld and that the doctors, through the 
Michigan State Medical Society were obstructing 
the study at the University of Michigan. One of 
the Governor’s Commission members and the head 
of a great pressure group sent letters to the Gov- 
ernor making unfounded accusations. The medical 
profession has for many years been the victim of 
just such studied vilification from national gov- 
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ernment sources as well as firmlly established 
pressure organizations. 

Now is the opportune time, in our opinion, for 
the Michigan State Medical Society to silence ex- 
plicitly this particular canard. Dr. Becker’s work 
is done; his conclusions were based on an intimate 
study of vastly confidential hospital records of 
thousands of our patients. Let us officially report 
to the Governor and the pressure groups that all 
the facts and information have been released, and 
that the study sheets will not be made available 
to any person or committee. 


AMERICAN MEDICAL EDUCATION 
FOUNDATION 

The medical profession has been advised that 
our medical schools are sadly in need of money 
to carry on their work. About ten million dollars 
a year has been estimated as a suitable sum to 
insure their continuing well-being... The Federal 
Government has hinted at subsidies, but our medi- 
cal economists and statesmen fear the effect on 
the education and indoctrination which might 
ensue. 

The American Medical Education ‘Foundation 
which has been established and operating for five 
years, hopes in 1956 to raise at least $2,000,000 
for our schools. Several of our state medical 
societies have issued special assessments or raised 
dues to make contributions to this fund. We have 
urged our Michigan doctors to contribute volun- 
tarily, either through the AMEF or directly to 
their alma mater, and the results are indicated in 
the Annual Report for 1955. 

One hundred and sixty-one individual doctors 
contributed $14,859.59 to the AMEF, and 740 
individuals contributed $31,036.90 to the Alumni 
Funds. In the whole United States, some 25,116 
individuals gave $757,163.29 to the AMEF and 
36,162 gave $1,748,587.46 to the Alumni. Michi- 
gan ranks tenth in the total amount given, but 
down the line in numbers, amount given, or 
percentage of physicians contributing. 

The eighty-two medical schools now receiving 
help from the professional contribution are train- 
ing 11,000 graduates, doctors, residents and in- 
terns. They give refresher courses to 17,000 and 
give undergraduate teaching to 27,000, graduating 
6,500 annually. 

It is hoped members who have given in the 
past will continue even more generously and that 
others will join the ranks. And do not forget as 
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the year draws to a close that the Michigan State 
Medical Society individually has two other projects 
worthy of our continued tax-exempt support: The 
Michigan Foundation for Health Education, c/o 
E. I. Carr, M.D., Lansing, and the Beaumont 
Memorial Fund, 606 Townsend St., Lansing. The 
latter fund is still in the red, and will need support 
on a continuing basis. 


ROBERT H. BAKER, M.D. 


Our immediate past president, Robert H. Baker, 
M.D., died September 6, 1956. Three years ago 
when he accepted the office of president-elect he 
knew he might not carry through because of the 
condition of his health, but chose to give those 
last years in profound and extensive service to 
the medical profession and the Michigan State 
Medical Society which he loved and which had 
honored him. He was the fifth son of a former 
Michigan State Medical Society president who 
had attained the same dignity. 

Dr. Baker gave unsparingly of his time and 
effort in visiting more of the units of the Michi- 
gan State Medical Society than any previous pres- 
ident. He always had a good and encouraging 
word and a pleasant smile even though he knew 
his time was limited. He served faithfully his year 
as president-elect and his year as president. He 
continued in his year of past president until July 1, 
1956, when he closed his office and retired from 
some very important committee work. For years 
he was secretary and member of the Board of 
Michigan Medical Service where his advice was 
always gratefully received. 

Bob Baker has passed from our sight but never 
from our memory. 


J. JOSEPH HERBERT 


Another column reports the passing of J. 
Joseph Herbert, for many years attorney of 
the Michigan State Medical Society. His almost 
perfect attendance record at Council and Execu- 
tive Committee meetings, the House of Delegates 
and many other committees always assured us that 
we made no mistakes of a legal nature. Policy 
matters, he always told us, were for our own de- 
termination, but that they should be expressed in 
unmistakable language. Joe, from his long expe- 
rience, knew and thoroughly understood the prob- 
lems and ambitions of the medical profession as 
though it were his own. He was responsible for 


many innovations in medical-legal affairs. He 
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instituted the conference of medical society a. 
torneys. On the national level, his counsel wa, 
repeatedly asked, especially in the matter of 
mediation committees. 

Joe Herbert was always present and veneroy; 
with his intuitive understanding and advice when 
asked. His reports to every Council meeting were 
clear, concise and exact, even when critical, and 
he was loved by everyone. His presence on oy 
Council can never be replaced. 

Joe was a regent of the University and has al. 
ways been interested in education. Through his 
efforts, many deserving young people have been 
able to attend the University. In his home town 
of Manistique, the “Joseph Herbert Scholarship 
Fund” has been established in his memory, to 
which the Council and many of his friends have 
added their mite. 

Joe, we who so loved you in life sadly say 
farewell. 


THE TRANQUILIZING DRUGS 


The Food and Drug Administration of the 
U. S. Department of Health, Education and 
Welfare is urging a change of dosage of certain 
drugs previously supposed to be safe. They are 
prompting all pharmaceutical and medical jour 
nals to specify a new dosage of drugs containing 
reserpine. When first introduced, this drug wai 
supposed to have low toxicity. Several papers at 


the AMA meeting in Chicago emphasized the im- § 


portance of appraising the medical profession of 
the latest information and the potential hazards 
of continued usage. It has become increasingly 
apparent that reserpine is not the innocuous sub- 
stance it was first thought to be—that there are 
contraindications and the safe level for long- 
continued administration is much lower than the 
originally recommended dose. 

Some administrators have even contemplated 
use of these drugs as substitutes for hospitalization, 
because of the apparently marvelous results. It i 
the present opinion, however, that, in the treat- 
ment of hypertension or of anxiety states on an 
out-patient basis, the maintenance dose should 
not exceed 0.25 mg daily. Dosages may valy 
for patients or conditions and sufficiently constant 
supervision is necessary. Before attempting mait- 
tenance treatment, more explicit information 
should be obtained from the New Drug Branch. 
Bureau of Medicine, or other reliable advisors. 
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Robert H. Baker, M.D. 


In Memoriam 


Robert H. Baker, M.D., of Birmingham, im- 
mediate past-president of the Michigan State Med- 
ical Society and one of Michigan’s best known 
surgeons, died September 6 in Pontiac General 
Hospital, where he was chief-of-staff for many 
years. 


Doctor Baker had practiced medicine in Pon- 
tiac from 1920 until his re- 
tirement this summer at the 
age of sixty-four. 


About five years ago, 
Doctor Baker discovered he 
had cancer. Despite this, he 
continued his practice and 
served as MSMS president 
in 1954-55, the office held 
many years earlier by his 
father, Charles H. Baker, 
M.D., a pioneer otolaryngol- 
ogist of Northern Michi- 
gan. 


Through the years, Doc- 
society in various capacities, 


including those as_ vice- 
speaker and speaker of the 


member of The Council and Executive Commit- 
tee. He had been repeatedly a delegate from 


Oakland County to the MSMS House of Delegates. 


He also served the Oakland County Medical 


Society as secretary, treasurer and_ president. 
Other local society service was devoted to the Ex- 
} ecutive Committee and for some years the Med- 
cal-Legal and Economics committees of his local 
‘ociety. A leader in Oakland civic affairs, he was 


charter member of the Pontiac Kiwanis Club and 
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Torch Club, having served as president of Torch. 


In 1927, he was honored with an appointment 
as a life fellow of the American College of Sur- 
geons, 


Dr. Baker was graduated from the Bay City 
High School and entered the University of Michi- 
gan at seventeen. He received his A.B. degree in 
1913 and M.D. degree in 
1918. He was on Dr. A. S. 
Warthin’s pathology staff 
and was elected to Sigma 
Xi in his senior year. He 
served a rotating surgical 
internship at the University 
Hospital in 1916-1917, was 
demonstrator in surgery in 
1917-18. He was commis- 
sioned First Lieutenant in 
the Medical Corps, U.S.A., 
in 1918 and attended the 
Army Medical School in 
Washington, graduating in 
orthopedic surgery. 


In May, 1919, Dr. Baker 
returned to the University 
Hospital as instructor in 
surgery and completed his 
graduate training in surgery in July, 1920, im- 
mediately prior to his entering practice in Pontiac 


He is the author of several scientific papers: 
‘“Condyloma of the Bladder,” “Treatment of Hare- 
lip and Cleft Palate,” “Cylindroma of ‘the 
Tongue,’ and “Compression Fracture of the 
Spine.” 


Doctor Baker is survived by his wife, the former 
Helen C. Crane, R.N., and the families of his two 
married children, Donald and Gail. 
















“You are asked to think of a man. Think of some- 
one, living or dead, whose life has enriched your own.” 
—Saturday Review of Literature. 


You are asked to do this because just such a 
man has been removed from our lives. The 
death of J. Joseph Herbert has terminated a life 
distinguished by honors and achievements in the 
legal, legislative, educational and medical worlds. 

His humanity, his 
sympathetic understand- 
ing of his fellowmen and 
the broad scope of his 
general interest are per- 
haps related to his back- 
ground. His father was 





a doctor of medicine, 








trained at the University 
of Vienna with a classical 
education and a_ wide 
knowledge of the 
humanities which he 
imparted to his son. 
Mr. Herbert’s far-reach- 
ing educational views 






and his great, general 



















cultural influence were 
evidenced by his election 
to the Board of Regents 
of the University of 
Michigan, a position he held for sixteen years. 
This opportunity to serve his Alma Mater was 
one of his greatest pleasures, and his appointment 
as chairman of that Board was a cherished dis- 


Camp at Interlochen, and chairman of the Con- 
ference Governing Boards of State-Supported 
Institutions of Higher Education in Michigan. 

All his life he had wanted to be a doctor of 
medicine but it was due to his father’s influence 
that he studied law. It was this life-long interest 
in medicine that served him well as legal counsel 
to the Michigan State Medical Society. As an 
attorney, he achieved statewide and national 
distinction. 

Because he gave so much of himself to the 
public in the advancement of civic causes, Mr. 
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J. Joseph Herbert 


In Memoriam 





tinction. He was a trustee of the National Music: 


Herbert leaves a rich legacy of achievement and 
honor for us to emulate. He served his country 
in World War I as an officer. He made such a 
contribution to the American Legion that he was 
named State Commander. He was such a valued 
contributor to the leadership of the Upper 
Peninsula Development Bureau that he was 
elected its president. He was legal advisor to the 
Governor of Michigan. 
He was an active mem- 
ber of the American and 
Michigan Bar Associa- 
tions, the American Judi- 
cature Society, the 
American Law Institute, 
the American Academy 
of Political and Social 
Sciences. 

Gentleman, _ lawyer, 
civic leader, educator, 
soldier—in his life we 
see exemplified the bene- 
fits and rewards of the 
American way of life— 
the opportunity for the 
individual to develop to 
his greatest capacity. 

Think of a man? 
There was a man! 


J. H. Fyvie, MD. 





J. Joseph Herbert was born at Indianapolis, 
Indiana, on August 26, 1894. He attended the 
public schools in Detroit, graduated from the 
University of Michigan in 1915 and from its 
Law School in 1917. He served as Major in the 
Army during World War I. In 1918, he married 
Imogene McLeod; they have three children, 
Catherine, Robin and Mary. He had practiced law 
in Manistique since 1920. A Republican, he 
served as Regent of the University from 1939 to 
1955, was State Commander of the American 
Legion and President of the Upper Peninsula 
Development Bureau. 
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Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 





Specifically for Protein Anabolism— 





It has long been recognized that a substance 
which would promote protein anabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 


THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


CH, 





OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED — Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 


DOSAGE—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

supPLY—Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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Michigan’s Department of Health 





TWENTY-FOUR-HOUR FLU 
TO BE STUDIED 


In a five-year research project financed in part by 
the U. S. Public Health Service, the twenty-four or 
forty-eight-hour intestinal flu is to be studied in the 
Michigan Department of Health Laboratories. A fed- 
eral grant of $20,596 has been received for the first 
year of the project. 

Though this form of diarrhea lasts only for twenty- 
four to forty-eight hours, it often reaches epidemic 
proportions, reducing man-hours on the job and cutting 
production. 

Main objective of the study is to screen out and 
characterize the virus organisms believed to cause the 
disease. In their attempt to isolate the viruses involved, 
the team of laboratory staff members will study blood 
and stool specimens collected from persons ill with diar- 
rhea. These specimens will be tested, filtered, screened 
for known virus families and finally used in complicated 
feeding experiments with human volunteers whose con- 
tribution will be to prove whether the isolated viruses 
actually will cause diarrhea when spread from one 
person to another. 


NEW EIGHT-COUNTY 
HEALTH DEPARTMENT 


Action by the boards of health of District Health 
Department No. 1 and the Grand Traverse-Leelanau- 
Benzie Health Department will make possible Michigan’s 
first eight-county health department. District Health 
Department No. 1 takes in Kalkaska, Crawford, Mis- 
saukee, Roscommon and Wexford Counties. The new 
department will begin functioning as soon as a medical 
director is chosen. It is of interest as exemplifying a 
way of spreading the benefits of trained medical super- 
vision over a larger area. 


POLIO VACCINE URGED FOR 
25-29 AGE GROUP 


With poliomyelitis vaccine now available through 
commercial channels, physicians are urged to give special 
attention to immunizing the twenty-five through twenty- 
nine-year-age group. Mortality in this group now ac- 
counts for nearly 20 per cent of the total mortality from 
the disease. With younger ages increasingly protected, 
this percentage may rise. 


BIRTHS STILL RISING 


July set a new record for births in the record-breaking 
upward trend. It recorded 18,064 births, a new all- 
time high for a single month. 

From January 1 through July, 110,456 babies were 
born in Michigan. This was 3,284 more than were 
born during the same period of 1955. 

The year 1955 set its own new one-year record of 
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195,022 births. If the present rate of births continu, 
through December Michigan’s total for 1956 will ¢. 
ceed 200,000 for the first time in the state’s history. 


AIR SAMPLING PROGRAM EXPANDED 


Increased activity is under way in Michigan in ai 
sampling to determine the degree of air pollution and 
its possible effect on health. 


The Michigan Department of Health is arranging fo: 
establishment of new air sampling stations in Grand 
Rapids and at three other points in the state. A station 
is already operating in Detroit. The number of stations 
is expected to be increased to twelve in 1957. 


The air sampling program now being expanded in 
Michigan is part of a five-year national project carried 
on since 1953 by the U. S. Public Health Service. In 
the last three years, air sampling stations have been set 
up in most of the states and now extend from Anchor 
age, Alaska, to Boston. Steady expansion of the program 
is planned. 


At each station, a twenty-four-hour sample of air is 
taken once each week, or every two weeks. The sam- 
pling consists of pumping air through an 8 x 10-inch 
fiberglas filter. Most of the sampling machines are 
located on the roofs of buildings in downtown areas. 


After the sample is taken, the filter is mailed to the 
Robert A. Taft Sanitary Engineering Center at Cin- 
cinnati for analysis by U. S. Public Health Service per 
sonnel. The sample is tested with the latest scientific 
equipment and procedures for all known air pollutants, 
including radioactivity. 


The samples will show national air pollution trend 
and are expected to indicate whether action on aif 
pollution is necessary in a particular locality. Result 
also will be studied to see if there is a link between 
air pollution and the rates of disease and death. 


Results of the samplings in Michigan will be made 
available quarterly to the Michigan Department o 
Health and to health officials where sampling stations 
are located. 


A joint U. S.-Canada air pollution study has been it 
progress since July 15, in which the Michigan De 
partment of Health and Wayne State University have 
been surveying industries in the Detroit metropolitam 
area. The project also covers Windsor and parts of 
Oakland and Macomb counties. 





Bones of the lumbar spine, the pelvis, and upp 
femur are frequent sites of metastasis; therefore, back 
ache, pelvic pains and sciatica are common complain 
in prostatic cancer. 
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Trasentine-Phenobarbital 


integrated relief eee TABLETS (yellow, coated), each containing 
‘a &0 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 


CIBA visceral spasmolysis 
Summit, N. J. mucosa! analgesia cui 





ST. JOSEPHS RETREAT 


Member: American Hospital Association 
Catholic Hospital Association 


National Association of Private 
Mental Hospitals 


The Central Neuro-Psychiatric 
Hospital Association 


Under the direction of the 
Daughters of Charity of St. Vincent de Paul 


Serving Metropolitan Detroit 
and Michigan almost a century 


Martin H. Hoffmann, M.D. 
Medical Director 


23200 West Michigan Avenue 
Dearborn 
Logan 1-1400 
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MICHIGAN AUTHORS 


John S. DeTar, M.D., Milan, is the author of an 
article entitled, “Preserving the GP’s Hospital Staff 
Privileges,” published in the Journal of the Iowa State 
Medical Society, August, 1956. 

O. T. Mallery, Jr.. M.D., Ann Arbor, is the author 
of an article entitled “Panel on Periodic Examinations,” 
presented as part of a symposium on “The Effectiveness 
of Periodic Medical Evaluation in the Maintenance of 
Health and the Early Detection of Disease,” at the 
Industrial Health Conference, Philadelphia, April, 1956, 
and published in Industrial Medicine and Surgery, 
August, 1956. 

Samuel J. Nichamin, M.D., Detroit, wrote an article 
entitled, ““Kartagener’s Syndrome in a Newborn Infant,” 
which was published in the Journal of the American 
Medical Association, July 7, 1956. 

John R. Rodger, M.D., Bellaire, is the author of an 
article entitled, “The Sleepy Driver as a Preventive 
Medicine Problem,” published in GP, August, 1956. 

A. Ray Hufford, M.S., M.D., Grand Rapids, is the 
author of an article entitled “Clinical Evaluation of 
Monodral in the Treatment of Gastrointestinal Diseases,” 


published in The American Journal of Gastroenterology, 
August, 1956. 


Ingeborg Krieger, M.D., Walter L. Anderson, M.D., 
and M. J. Kelson, M.D., Detroit, are the authors of 
an article on “Diabetes in a One-Year-Old Infant,” 
published in Harper Hospital Bulletin, July-August, 1956. 

W. S. Carpenter, M.D., and Paul J. Connolly, M.D., 
Detroit, are the authors of an article entitled “The 
Ileocolic Segment as a Substitute Gastric Reservoir,” 
published in Harper Hospital Bulletin, July-August, 
1956. | 

Wilfred Riddell, M.D., Detroit, is the author of an 
article entitled “Tinnitus,” published in Harper Hospital 
Bulletin, July-August, 1956. 

Richard S. Johnson, M.D., Detroit, prepared an article 
entitled “Pheochromocytoma Complicating Pregnancy,” 
which was published in Harper Hospital Bulletin, July- 
August, 1956. 

Harold F. Falls, M.D., Ann Arbor, is the author of 
an article entitled “Genetic Prognostication and Coun- 
seling in Ophthalmology,” published in Transactions of 
The American Academy of Ophthalmology and Oto- 
laryngology, July-August, 1956. 

William U. McReynolds, M.D., M.S., Quincy, IIL, 
William H. Havener, M.D., M.S., Columbus, Ohio, and 
John W. Henderson, M.D., Ph.D., Ann Arbor, prepared 
an article entitled “Hazards of the Use of Sympathomi- 
metic Drugs in Ophthalmology,” which was published 
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in the August, 1956, issue of the A.M.A. Archives of 
Ophthalmology. 


Ralph H. Pino, M.D., Detroit, is the author of an 
article entitled “Distribution Responsibilities of the 
Specialties Represented in the Scientific Assembly,” pub- 
lished in AMA Archives of Ophthalmology, August, 
1956. 


John R. Rodger, M.D., of Bellaire, is author of an 
original article “The Sleepy Driver as a Preventive 
Medicine Problem,” which appeared in “GP” August, 
1956, the official publication of the American Academy 


of General Practice. 
* * * 


Otto O. Beck, M.D., Birming- 
ham, Past President of _ the 
Michigan State Medical Society, 
is Chairman of the 1957 Michigan 
Clinical Institute, to be held at 
the Sheraton-Cadillac —_ Hotel, 
Detroit, March 13-14-15. 


Wm. M. LeFevre, M.D, 
" Muskegon, is Chairman of the 
f ae Program Committee. Dan W. 
Orro O. Beck, M.D. Myers, M.D., Detroit, is Chair- 
man of the Color TV Program Committee. The closed 
circuit color television program, to be broadcast from 
the downtown Grace Hospital to the Grand Ballroom 
of the Sheraton-Cadillac Hotel, is sponsored by Smith, 
Kline & French Laboratories, Philadelphia. 


* aa * 


W. M. LeFevre, M.D., of Muskegon, and R. L. 
Mainwaring, M.D., of Allen Park, were appointed by 
the MSMS Executive Committee of The Council as 
MSMS representatives to the American Association of 
Blood Banks. 


* * * 


A Maternal Health Day program was held at Hurley 
Hospital, Flint, October 17. The following speakers 
participated: Charles A. Behney, M.D., Lansing; Allan 
C. Barnes, M.D., Cleveland; Thomas E. Shaffer, M.D., 
Columbus; Norman F. Miller, M.D., Ann Arbor; Helen 
M. Wallace, M.D., Ann Arbor. 


* * * 


“How the Doctor Examines Your Heart” is 20 
illustrated booklet recently issued by the Michigan 
Heart Association. Copies may be obtained by writing 
the Association at 3919 John R. Street, Detroit \, 
Michigan. 

(Continued on Page 1252) 
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IF YOUR PATIENT WANTS TO DRINK 


THAT'S HIS BUSINESS 
IF HE WANTS TO QUIT that’s our BUSINESS 


BRIGHTON HOSPITAL, now in opera- 
tion for more than three years, wishes to 
thank the physicians of Michigan and On- 
tario for the good reception and the confi- 
dence given to us. 


We know that today’s physician recognizes 
the many-sided nature of the disease—Al- 
coholism. Beyond the physical, which re- 
quires expert treatment in itself, the alco- 
holic’s physician is plagued, we know, with 
the equally vital aspects, which make de- 
mands on his time and attention, of the 
emotional, spiritual and mental sickness he 
notes in his patient. 


We believe that Brighton Hospital offers the 
answer. Physicians can now send their alco- 
holic patients to Brighton with the certain 
assurance that they will find expert medical 


and nursing attention AND that, if they so 
desire, patients will be thoroughly indoctrin- 
ated with the program of Alcoholics Anony- 
mous. 

BRIGHTON HOSPITAL is NOT interest- 
ed in the patient who merely wishes to be 
dried out in order to resume drinking. We 
ARE interested in those patients who really, 
fervently, seek complete rehabilitation and a 
way of life FREED from alcohol. 
BRIGHTON HOSPITAL is owned and 
operated by MICHIGAN ALCOHOLIC 
REHABILITATION FOUNDATION, a 
non-profit organization devoted to the best 
possible hospitalization of the alcoholic who 
seeks to stop drinking. 

DOCTORS, we are here to serve you. We 
are here to serve your patients. 


BRIGHTON HOSPITAL 


12851 East Grand River Avenue 


Brighton, Michigan 


Phone: Brighton Academy 7-1211 











Gastralm 


Gastralme stands out in comparison with other 
products. In a recent test Gastralme neutralized the 
acid within 5 minutes and a pH of 6.4-7.1 was main- 
the 
Gastralme mixture continued to show a pH of 5.2, and 
it was 180 minutes before the pH dropped to 2.9. 


tained for 120 minutes. After 150 minutes, 


Literature and 
clinical samples 


available on request... 
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Superior Buffering Capacity 
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the creamy antacid 


WORKS IN SECONDS 


PROTECTS FOR HOURS 








For treatment of 
Peptic Ulcer 
and control of 


Gastric 
Hyperacidity 









MEYER & COMPANY 


16361 Mack Avenue + 


Detroit 24, Michigan 
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(Continued from Page 1250) 


Arthur L. Crampton is the new Executive Director 
of the Michigan Division, American Cancer Society, 
with headquarters in Grand Rapids. Mr. Crampton 
comes from Flint where he served fourteen years as 
Executive Secertary of Flint’s YMCA. He succeeds 
Mrs. Harold H. Cornelius, who resigned after ten years’ 
service for the Division. 





Diabetes Week is November 11-17, 1956. This 
is the time when every man, woman and child 
should take a diabetes detection test. 

Discovered early and with proper medical 
treatment, a person with diabetes may live a 
practically normal life. 

Neglect of diabetes can lead to serious or even 
fatal complications. 

Doctor, pass this word along to all your 
patients. 

For literature on the Diabetes Detection Drive, 
write the American Diabetes Association, Inc., | 
East 45th Street, New York 17, New York. 











Charles S, Cameron, M.D., Medical and Scientific 
Director and Vice President of the American Cancer 
Society, recently resigned to become Dean of Hahne- 
mann Medical College of Philadelphia, his alma mater. 
Dr. Cameron served with the American Cancer Society 
since 1945 and contributed significantly to its progress 
in the worldwide cancer control effort. Dr. Cameron's 
latest book, “The Truth About Cancer,” was reviewed 
in the July JourNAL (Page 885). 

* * # 

Paul R. Dumke, M.D., Detroit, has been appointed 
Associate Editor of Survey of Anesthesiology, a new 
journal scheduled for publication in February, 1957, by 
Williams & Wilkins Company of Baltimore. 


* * * 


Looking Back: 1926—collapse of the Florida boom. 
A radio network called NBC is created. The taxes 
are cut and Smith and McAdoo announce they will run 
again on the Democratic ticket. A building slump is 
in the offing. 

1936—business is better and a boom is being antici- 
pated despite sitdown strikes. Spain has a bloody civil 
war. Hitler moves into the Rhine country without 
resistance. Landon is easily defeated by Roosevelt. 

1946—postwar readjustment and shift-over with 
speedy reconversion to civilian goods. Controls of prices 
and wages are abandoned—and up go prices. Lots of 
strikes, including the steel shutdown and also the 
seizure of the coal mines. 
= * * *& 


The American Goiter Association offers the Van 
Meter Prize Award of $300.00 and two honorable 
mentions for the best essays submitted concerning 
original work on problems related to the thyroid gland. 
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for full information and application blanks write John 
C. McClintock, M.D., Secretary, 1492 Washington 
Avenue, Albany 10, New York. 

* * * 

The Michigan Association of Blood Banks will hold 
its first scientific meeting on November 3, 1956, at the 
Lafayette Clinic Building, Wayne State University Col- 
lege of Medicine, Detroit, Michigan. On November 2, 
the entire day will be devoted to a workshop for blood 
bank technicians. Registration has been limited to 
twenty technicians from banks who are members of 
the Michigan Association of Blood Banks. This work- 
shop has already been over subscribed and will be 
repeated in the future. A round table luncheon dis- 
cussion will be held at Wayne State University College 
of Medicine cafeteria, to be followed by a short business 
meeting. The following is a tentative list of the 
speakers and subjects: 


A.M. 
9:30 Dr. D. H. Kaump Joint Blood Council 


10:00 Dr. O. Vander- North Central District 
Velde Blood Bank Clearing 
House 


10:30 Dr. Wolf W. 


Zuelzer 


Laboratory Diagnosis of 
ABO Hemolytic Disease 
of Newborn 

11:00 Dr. Lee A. Hynd- Fibrinogen 


man 
11:30 Dr. Phillip LevineLow-incidence Factory and 
Genotypes 
P.M. 
| 12:00 Round Table Luncheon 
Discussions 
2:10 Dr. James J. Rationale of Techniques 
Griffitts 
2:40 Dr. Paul E. Hodg- Role of Packed Cells in 
son Transfusion therapy 


3:10 Dr. O.-A. Brines Thymol Turbidity Test 

3:40 Dr. Julius Rutzky Hemolytic Anemia 

4:10 Dr. Donald Albert Renal Physiology in Hemo- 
lytic Transfusion Reaction 

4:50 Business Meeting 


Reservations for the luncheon may be obtained by 
writing to J. A. Kasper, M.D., c/o Bon Secours Hos- 
pital, 468 Cadieux Road, Grosse Pointe, Michigan. 

* * * 


Medical Care for Service.—Public Law 569, just 
enacted, authorizes the Secretary of Defense to provide 
medical care and hospitalization of military dependents 
by civilian resources at government expense. It also sets 
4 pattern for benefits which may be obtained at mili- 
tary medical facilities. The civilian care program is 
now being planned by the Defense Department in co- 
operation with organized medicine. It must be inaugu- 
tated by December 8, 1956, or earlier. 

An advisory group has been selected to confer with 
the Defense Department on the medical care program. 
Its membership consists of: AMA—Edwin S. Hamilton, 
M.D., and Hugh H. Hussey, M.D.; AHA—Ray E. 
Brown and Albert W. Snoke, M.D.; ACS—Paul R. 
Hawley, M.D., and L. Howard Shriver, M.D.; ACP— 
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Results With 


‘ANTE PAR” 


against PINWORMS 


In clinical trials, over 80% of cases have 
been cleared of the infection by one course 
of treatment with ‘Antepar.’ 

Bumbalo, T. S., 


and Oleksiak, R. § 
J. Pediat. 44: 886, 195 


White, R. H. R., and 
Standen, 0. D.: 
Brit. M. J. 2:755, 1953. 


cqoinst ROUNDWORMS 


‘Ninety per cent of the children passed al! 
of their ascarides...”’ 


Brown, H. W.: 
J. Pediat. 45:419, 1954 


*SYRUP OF ‘ANTEPAR’ Citrate brand 
Piperazine Citrate 
Bottles of 4 fluid ounces, 1 pint and 1 gallon. 


*TABLETS OF ‘ANTEPAR’ Citrate brand 


Piperazine Citrate 


250 mg. or 500 mg., Scored 


Bottles of 100. 


Pads of directions sheets for patients avail- 


able on request. 


“4A—, BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
id.) Tuckahoe, New York 
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This new addition to the Burdick line fulfills 
the busy practitioner’s need for a compact, 
high-quality ultrasonic unit at a moderate 
price. 


Weighing only 25 pounds, the Burdick UT-4 
Ultrasonic unit has an effective maximum in- 
tensity of 21/4, watts per sq. cm. and an irra- 
diating surface of 6 sq. cm., with 15 watts 
total output. Complete unit measures only 
os 12" =x 1@". 


Its right-angle applicator assures ease and 
convenience, and the 6-foot flexible cable 
gives the operator ample freedom of move- 
ment. A Receptor switch permits pre-setting 
intensity before starting treatment. 


Built in accordance with the recommenda- 
tions of the American Standards Association, 
the UT-4 carries the approval or acceptance 


of F.C.C., Canadian Dept. Transport and 
Underwriters’ Laboratories. 


Ask your Burdick dealer for a demonstration 
in your office, or write us for information. 


THE BURDICK CORPORATION MILTON, WISCONSIN 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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Wallace M. Yater, M.D., and Richard A. Kern, MD. 
AAGP—Malcomb E. Phelps, M.D., and Francis T 
Hodges, M.D.; American College of Radiology—Howard 
B. Hunt, M.D., and Warren W. Furey, M.D.; Health 
Insurance Association of America—Edwin A. Faulkner 
and Steven D. Williams; Blue Cross—E. A. Van Steep. 
wyk; Blue Shield—Donald Stubbs, M.D.; Co-operative 
Health Federation—Dean A. Clark, M.D. The repre- 
sentative for the American Dental Association has not 


yet been designated. — a” 


Report of Scientific Director, Tobacco Industry Re. 
search Committee.—Two years ago the tobacco industry 
organized the Scientific Advisory Board to the Tobacco 
Industry Research Committee, with Clarence Cook 
Little, Sc.D., as Chairman. This committee was to 
augment and conduct a research that would contribute 
constructively to our search for answers to our funda- 
mental health problems, specifically the effects of to- 
bacco use. $1,200,000 has been expended, and there is 
another appropriation of one and one-half million ayail- 
able. Fifty-six research projects have been established 
throughout the United States—none in Michigan. A 
special committee, however, on tissue culture research, 
which met in New York City for an information con- 
ference, exchange of views, and discussion, included 
Lawrence Berman, M.D., professor of medicine at 
Wayne State University College of Medicine. 

* * * 

The American Academy of General Practice has 
occupied its new headquarters building in Kansas City. 
Dwight H. Murray, M.D., Napa, California, president 
of the American Medical Association, was the principal 
speaker at the dedication. 

The building is finished in brick, Indiana limestone, 
and Minnesota granite, and has four floors, a first, 
second, basement and sub-basement. It contains 30,000 
square feet of floor space and provides off-the-street 
parking for forty cars. The Academy now has more than 
21,000 members, with a headquarters staff of sixty-four 
in Kansas City, and ten in Washington, D. C. 

The appointments are unique, with a T-shaped build- 
ing, tempered glass stairway panels, air conditioning. 
The basement floor includes a complete kitchen and 
employes’ dining room, and a second conference room 
that can accommodate 200 people, and automatic ad- 
dressing equipment. 

* * * 

National Library of Medicine.—Public Law 941 re- 
constitutes the Armed Forces Medical Library as the 
National Library of Medicine, authorizes the erection 
of a new building, and the appointment of a seventeen: 
member board of regents, of whom seven will be ¢# 
officio Federal officials and ten will be appointed by 
the President. This committee will be authorized to 
determine location and to plan and draw up specifica 
tions. The sum of $350,000 has been granted by 
Congress for this purpose. 

* * # 

Medical Benefits in U. S. Foreign Service.—Public 
Law 828 authorized additional medical expense ee 
tection to U. S. foreign service employes and thei 


(Continued on Page 1256) 
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for preventing 
and treating upper 
respiratory infections... 


i 


Tetracycline-Antihistamine-Analgesic Compound 


ACHROCIDIN is a comprehensive formula for treatment ACHROCIDIN is convenient for you to prescribe — easy 
of complications of the common cold, particularly when _ for the patient to take. Average adult dose: two tablets 
bacterial sequelae are observed or expected from the four times daily. 
patient’s history or during widespread infections. 
Distressing symptoms of malaise, headache, mus- 
cular pain, mucosal and nasal discharge are rapidly ; 
ACHROMYCIN® Tetracycline 


relieved. Phenacetin 120 m 
Lick cies asinine Sa ia aiid li rot ea sos as Esco ee SKS LEE eR Re odie g. 


Available on prescription only 
Each tablet contains: 


diseases, such as otitis media, sinusitis, adenitis, and — Salicylamide ...--scccsssssssscsssssnesesnesesnesssssesenesssvereeveee.. 150 mg. 
bronchitis, to which the patient may be highly vulner- — Chlorothen Citrate ......ccsscssssssssssssssessesssssssessssssesessssssseseve 25 mg. 


able at this time. Bottle of 24 tablets 


CD LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N.Y. 
*TRADEMARK 
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DeEsomieE tablets 
relieve severe pain 
month after month 
without danger of 
narcotic addiction. 
Relief is almost 
immediate and is 
sustained about 

7 hours. 

Potent non-narcotic 
analgetic Dipyrone works 
synergistically with pain- 
alleviating Salicylamide 
and mood elevating 
dl-Desoxyephedrine Hcl. 
In many cases you can 
substitute DESOMIDE for 
morphine, codeine, and 
other habit-forming 
narcotics and barbiturates. 












Desomide samples and literature 
on request. 


INDICATIONS: arthritis, neuritis, mus- 

oskeletal pain, biliary and renal 
colic ut, bursitis, inflammation 
childbirt 1, childbirth afterpains, and 
other painful symptoms. 
























DESOMIDE MALLARD: white | 
divided tablet containing Dipyrone 1 







mgs., 

Salicylamide 100 mgs., 

a npenvephodrine Fal 1.5 mgs. 
AVAILABLE: Bottles, 100, 1000. 





There's always a Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 
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(Continued from Page 1254) 
dependents stationed abroad. Full medical and hospital 
expense coverage up to 125 days’ treatment (with , 
$35 deductible) has been provided for. This include; 
pay for costs of necessary medical travel by dependent; 


as well as employes. 


* + ” 


“A Place to Live” is a new documentary film aboy 
the aged, prepared by the Committee on Aging of the 
National Social Welfare Assembly, New York. The film 
was produced to provide better understanding of this 
subject for the medical profession, gerontologic group; 
and the public. Three years of research study by the 
Committee provided the background for the film. While 
it does not answer all the personal problems of older 
people, this film does represent a step toward eventual 
solution, which can only come about through continued 
research and proper planning. The film may be pr- 
cured from the Wm. S. Merrell Company, Geriatric 
Film Library, Cincinnati 15, Ohio. 
* * - 

The National Foundation of Infantile Paralysis has 
announced a series of fellowships for post-doctoral study. 
For a full academic program, tuition and fees are paid; 
for other programs, a sum not to exceed $1,250 per 
year is granted, including tuition. Fellowships are 
offered in research, rehabilitation, psychiatry, orthopedics 
and the management of poliomyelitis. Financial benefits 
vary from $3,600 to $6,000 a year. 

” * * 

Dental Research Team Hard at Work.—A University 
of Michigan dental research team is hard at work ona 
project which they hope will give the people of Michigan 
the opportunity to replace lost teeth with normal, living 
teeth. Preservation of more natural teeth by trans- 
plantation would promote the general good health of 
the bone and soft tissues which support the teeth. 

According to James K. Avery, D.D.S., assistant pro- 
fessor of dentistry and project director, it is possible 
to transplant teeth in humans. It has been done 
successfully in selected cases of young adults. 

The transplantation of teeth is only one part of the 
project, which is being financed by an $8,000 research 
grant from the State Legislature. While the details and 
problems found in transplantation are being worked out 
by the oral surgery department, Dr. Avery is directing 
a laboratory staff in the search for an effective method of 
storing and preserving teeth. 

* * * 

Mississippi Valley Conference on Tuberculosis.— 
Scheduled to speak at the three-day Mississippi Valley 
Conference on Tuberculosis held in Detroit October 
11-13, was Senator Charles Potter who gave the key- 
note address; Robert J. Anderson, M.D., of the US. 
Public Health Service; James E. Perkins, M.D., manag: 
ing director of the National Tuberculosis Association; 
Edna M. Jones, M.D., Detroit; and Huge E. Burke, 
M.D., of Montreal. 

The Michigan Tuberculosis Association’s annuil 
meeting was held in conjunction with the Mississipp! 
Valley Conference. Richard L. Lea, Executive Secretary 
of the Tuberculosis and Health Society of Wayne County, 
was the arrangements chairman. 
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G. L. Waldbott, M.D., Detroit, has been invited to 
participate in the symposium on bronchial asthma at 
the Fourth Congress of Internal Medicine, September 
25, 1956, in Madrid, Spain, with a discussion on “New 
Trends in the Treatment of Bronchial Asthma.” He 
will also present a paper on “Incipient Chronic Fluoride 
Intoxication from Drinking Water,’ before another 
section of this meeting. 

* * * 

The Interstate Postgraduate Medical Association of 
North America meets in Cleveland, Ohio, October 22-25, 
1956. The program lists an address by Claire L. 
Straith, M.D.,, Detroit, “The Treatment of Congenital 
and Traumatic Deformities.” Exhibits are listed in 
“Pjastic and Hand Surgery,’ The Straith Clinic, De- 
troit; “Gouty Arthritis,’ Dwight C. Ensign, M.D., and 
John W. Sigler, M.D., Henry Ford Hospital, Detroit; 
and “Oral Penicillin V in the Treatment of Bacterial 
Endocarditis,’ L. Quinn, M.D., J. M. Colville, M.D., 
Frank Cox, Jr., M.D., and Joseph Truant, Ph.D., Henry 
Ford Hospital, Detroit. 

* * * 

Five Michigan doctors received citations for attend- 
ing ten or more meetings since 1940: James R. Jeffrey, 
M.D., Battle Creek; Wm. J. Klerk, M.D., Kalamazoo; 
Allan R. Peterson, M.D., Daggett; Geo. W. Sippola, 
M.D., Detroit; and Virgil E. Stover, M.D., Grand 
Rapids. 


* * * 


The Fifth Annual Clinical Meeting of the American 
College of Obstetricians and Gynecologists will be held 
at the Palmer House in Chicago, November 7-9, 1956. 
The chairman and vice chairman of one of the sections 
will be Cleary N. Swanson, M.D., and Leonard Heath, 
M.D., both of Detroit. Norman F. Miller, M.D., Ann 
Arbor, is vice president of the College, and C. Paul 
Hodgkinson, M.D., Detroit, is secretary. 

* * * 

The American College of Physicians has been awarded 
a research grant of $43,100.00 for the period September 
1, 1956, through August 31, 1957, by the Department 
of Health, Education, and Welfare of the Public Health 
Service in furtherance of its project to evaluate internal 
medicine in hospitals. This project, “to establish a 
minimal standard of quality and efficiency of the prac- 
tice of internal medicine in hospitals,” was initiated in 
early 1956, by the College’s Committee on Criteria for 
Hospital Accreditation, under the chairmanship of Dr. 
Arthur R. Colwell, Sr., F.A.C.P., Chicago. 

The director of the study is Dr. Marion A. Blanken- 
horn, F.A.C.P., Cincinnati, who is devoting his full time 
to the project. A pilot study of approximately one 
hundred representative hospitals is being conducted by 
observing practice methods with particular reference to 
internal medicine. Twenty or more mature and respon- 
sible physicians are being sent to selected sites to ob- 
serve current practices; to record the type of patient 
admitted to a hospital, the diseases, length of stay and 
the means employed for diagnosis and treatment; and 
to classify findings—viz., approved, provisionally ap- 
Proved, and not approved. A search is being directed 
to the mechanics of internal medicine, especially the 
use of clinical laboratory devices; habits of consultation, 
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and use of ancillary skills such as physical medicine, 
rehabilitation, preventive medicine and others. 
Appraisal of medical care will be the primary objec. 
tive. Close liaison will be maintained with the Coungjj 
on Medical Education and Hospitals of the American 
Medical Associations and appropriate committees in the 


Association of American Medical Colleges. 
* * * 





Military Medicine.—The Sixty-third Annual Conven. 
tion of the Association of Military Surgeons is called 
for Washington, D. C., November 12, 13, 14, 1956, 
Reserve medical officers and officers of the military 
service On inactive duty will be given’ attendance point 
credits for attendance, if requested. This includes 
eligible physicians, dentists, non-veterans, et cetera, of 
the Army, Navy or Air Force. 


* * * 








> 





Department HEW.—Announcements are made of 
competitive examinations to be held November 27-30, 
1956, for appointment as medical officers to the regular 
corps of the United States Public Health Service. 

* 








* * 









Tuberculosis patients who leave 
the sanatorium before their treat- 
ment is completed often are under 
the impression that drugs alone 
are sufficient to complete their 
cure. About drug treatment, Dr. 
J. Arthur Myers, of Minneapolis, 
Minnesota, in the April, 1956, 
issue of the Journal Lancet, says, 
“Evidence is accruing to suggest 

strongly that antimicrobial drugs do not have the per- 

manent effect that was earlier anticipated. . . . There- 
fore, persons thought to have been ‘cured’ are still 
harboring organisms which may still result in re- 
activations of old lesions and development of new ones. 

Indeed, such evidence is already apparent on a large 

enough scale to cause alarm.” 

MICHIGAN TUBERCULOSIS ASSOCIATION 
+ * * 





| [Raa RRS RS 


Medical research was given a big boost at Wayne 
State University’s College of Medicine in September 
when it received $353,163.85 in research and education 
grants. The U. S. Public Health Service, National 
Institute of Health, awarded the medical school and the 
College of Nursing $338,247 for twenty-six different 
projects. The Michigan Heart Association gave $69,881 
in ten research grants. 

Largest single grant of $51,892 was made by the 
American Cancer Society for research entitled “Experi- 
mental Pulmonary Cancer Induced by Compounds of 
Beryllium in Albino Rats” directed by Dr. Arthur 
Vorwald. Neurologic research will be continued with 
the help of a $39,000 grant from the Kresge Foundation. 
Markle scholar, Dr. Alfred J. Bollet will continue 
arthritis research with a $24,630 grant from the Michi- 
gan chapter, Arthritis and Rheumatism Foundation. 
This Foundation also gave $8,500 for arthritis research 
directed by Dr. Ernest Gardner. 

Dr. Harper K. Hellems will direct research in hemo 


(Continued on Page 1260) 
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(Continued from Page 1258) 


dynamic aspects of cardiac and pulmonary disease with 
$12,848 from the Michigan Heart Association. 

A $25,000 grant from the U. S. Public Health 
Service to continue undergraduate training in psychiatry 
will be directed by Dr. John M. Dorsey. 

The College of Nursing’s program of training under. 
graduates, graduate nurses and aides in psychiatry wil] 
continue with $111,148 from the United States Public 


Health Service. 


* * 





+ 


September is “Sight Savings Month.” This project 
is sponsored by the National Society for the Prevention 
of Blindness. 


The TB death rate in Michigan reached a new low 
of 6.6 per 100,000 population in 1955. The number 
of deaths from TB, 478, was also an all time low, 
However, the 478 TB deaths were more than the total 
deaths caused by all other communicable diseases. 


+ * * 


The American College of Surgeons has arranged six 
sectional meetings for 1957. Those closest to Michi- 
gan are in Washington, D. C., March 18-20; Toronto, 
Ontario, March 25-27; St. Paul, Minnesota, April 8-10. 
For full information and program write to the Ameri- 
can College of Surgeons, 40 East Erie Street, Chicago 
11, Illinois. 


* * * 


USPHS Surgeon General.—Leroy E. Burney, M.D. 
a career man in the Public Health Service, was ap- 
pointed Surgeon General to succeed Leonard A. Scheele, 
M.D., resigned. Dr. Burney is forty-nine years of age, 
comes originally from Indiana, and for nine years was 
Commissioner of Health in Indiana, on loan from the 
U. S. Public Health Service. 


BLUE SHIELD—THE “DOCTORS’ PLAN” 


Blue Shield was initiated by organized medicine, it 
is approved by the County and State Societies, and its 
medical policies are determined by medical men. Hence, 
Blue Shield is often called the “doctors’ plan.” 


From a public relations standpoint, this has subtle 
dangers as well as obvious advantages. For while most 
people will have implicit confidence in a health insur- 
ance program approved by the medical profession, there 
is always the possibility that some may think the “doctors’ 
plan” is designed primarily to benefit the doctor, rather 
than the patient. 

Much depends on the attitude of the individual 
physician toward his local plan. If the doctor fails to 
acknowledge Blue Shield as his own, if he declines to 
accept the responsibilities of a participating physician, 
or if he uses the Blue Shield payment merely as 4 
platform upon which to charge a higher fee, then he 
should not be surprised if some of his friends conclude 
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ANNUAL 
CLINICAL 
CONFERENCE 


Chicago Medical Society 
March 5, 6, 7 and 8, 1957 


Palmer House, Chicago 


Lectures Daily Teaching Demonstrations 


Medical Color Telecasts 


The CHICAGO MEDICAL SOCIETY ANNUAL 
CLINICAL CONFERENCE should be a MUST on 
the calendar of every physician, Plan now to at- 


am and make your reservation at the Palmer 
ouse, 
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Battle Creek Sanitarium 


90th Year of 
Continuous Service 


Ideal for Executives. Rest combined with med- 
ical supervision and a physical examination. 


Diagnostic and therapeutic service. Special De- 
partments in Physical Therapy including Hydro 
and Mechanotherapy, Electrotherapy, Helio- 
therapy, Radiotherapy and Massage. 


Well suited for treatment of metabolic disorders, 
hypertension, obesity, arthritis and degenerative 
diseases generally. All Sanitarium care is under 
the immediate guidance of qualified physicians. 


For rates and further information, 
address Box 40 


THE BATTLE CREEK SANITARIUM 


Battle Creek, Michigan 


Not affiliated with any other Sanitarium 
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nance therapy. 
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SUPPLIED: As orange saben, in bottles 
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ampuls, in boxes of 12, 25, and 100; and 
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of 10 and 100. 


1. Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Se., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 








(Continued from Page 1260) 
that Blue Shield is operated largely for the doctor's 
benefit. 

But if the physician looks upon himself not as the 
owner but as the trustee of Blue Shield, if he speaks 
well of the plan, if he tries to help his patients under. 
stand the plan and use it intelligently—then the patient 
will identify Blue Shield with the idealistic traditions 
and purposes of medicine. 

Blue Shield is the “doctors’ plan,” not in the sense 
that the doctor owns it, but because he has organized 
it to help him serve his patients more satisfactorily. It 
is the “doctors’ plan” because the doctor is responsible 
for it, and because Blue Shield is an impressive proof 
of the doctors’ concern for the welfare of the people. 

Blue Shield now serves the vital needs of more than 
thirty-seven million Americans. Thirty-seven million 
Americans can’t be wrong, and their support of this 
program represents a tremendous popular vote of con- 
fidence in the medical profession. In a sense, Blue 
Shield is a bond of mutual benefit between the profession 
and the people. 

Your Blue Shield Plan may not be all that you would 
like it to be, but it is yours—to strengthen and improve. 
It is the medical profession’s best answer—so far—to the 
challenge confronting the profession, to prove that we 
can solve our own problems by voluntary co-operation 
with industry, labor and the public. What Blue Shield 
may become is largely up to you! 


CANCER COMMENT 
(Continued from Page 1154) 


unlock the secret of cancer. The protracted un- 
certainties facing investigators who depend on 
annual grants is believed to have a deleterious 
effect on the long range prospects of cancer re- 
search. Such dependence is too apt to lead to 
overemphasis on the obvious and superficial and 
neglect of the far more time-consuming, difficult, 
exacting and ingenious research that leads to 
major advances. 





Communication 











CORRECTION 


Dear Doctor Haughey: 

I should appreciate correction of two inaccuracies 
and omissions which appear in the latest issue of THE 
JourNAL of the Michigan State Medical Society, 
pages 866 and 868. 

At the Third National Cancer Congress, the paper on 
“Results of Screening Asymptomatic Patients for Uterine 
Cancer” was given by me, not by Dr. Harry Nelson 
(See pages 83 and 89 of the complete and final version 
of the program of this Congress.) 

Also, at the Annual Clinic Day program of Wayne 
University College of Medicine, I presented a paper on 
“Early Diagnosis of Carcinoma of the Cervix Uter!. 

Very truly yours, 

EstHer H. Date, M.D. 
Associate Professor, Patholog) 
Wayne State University 


August 10, 1956 College of Medicine 


JMSMS 


Say you saw it in the Journal of the Michigan State Medical Society 















































@! 


loctor’s 


as the 
- speaks 
- under- 
patient 
aditions 


Le sense 
‘ganized 
rily. It 
ponsible 
'e proof 
eople. 

ore than 
million 
of this 
of con- 
se, Blue 


rofession 


u would 
improve. 
—to the 
that we 
peration 


e Shield 


ted un- 
end on 
eterious 
acer re- 
lead to 
‘ial and 
difficult, 


eads to 





ccuracies 


. of THe & 


ciety, on 


paper on 


r Uterine 
y Nelson. 
al version 


of Wayne 


paper on 
Uteri.” 


[.D. 
Pathology 
ity 


JMSMS 











M. C. HUNT 


14001 Fenkel, Detroit 27, Michigan 
Phone: BRoadway 3-5403 


Distributor for 


H. G. FISCHER & CO. 





H. G. Fischer & Co. ULTRASONIC Generator 


Manufactured Solely in Franklin Park, Ill. 


_— 
- 


11. 
12. 


13. 


Federal Communications Commission Type 
Approval U-106 


Underwriters’ Laboratories Approval 
Light Weight 
One Control Operation 


Easy-to-Read Meter Accurately Shows 
Amount of Ultrasound the Patient is Re- 
ceiving 

Extra Large Active Crystal Surface of 10 
Square Centimeters 


Output of 3 Watts per Square Centimeter— 
30 Watts Total 


Accurate Treatment Timer 

Highly Efficient Oscillating Circuit 
Accurate Calibration 

Beautiful Chrome-Plated Cabinet 


Operates from the Usual Office Wall Outlet 
of 110 Volts, 50-60 Cycles 


Very Reasonably Priced 

















¢ All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
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Saginaw 
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can be adequately 
and safely treated 
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long periods of time.’’* 


*Griffith, G. C.; Dimitroff, S. P., and Thorner, M. C.: 
Ann. Int. Med. 45:7, 1956. 
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Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 





























THE FIRST TWENTY-FIVE YEARS. The Story of a 
Foundation. Battle Creek: W. K. Kellogg Founda- 
tion, 1956. 


THE ORIGINAL HAS THIS SIGNATURE, W. K. 
KELLOGG. Horace B. Powell. Englewood Cliffs, 
N. J.: Printice-Hall, Inc., 1956. 


BRAIN MECHANISMS IN DIACHROME. Wendell 
J. S. Krieg, B.S. in Med., Ph.D., Professor of 
Anatomy, formerly Professor of Neurology and 
Director of the Institute of Neurology, Northwestern 
University Medical School. Illustrated by the author. 
Evanston, Illinois: Brain Books, 1956. Price: single 
copies, $7.00; ten or more, $6.00. 


HYPOTENSION. Shock and Cardiocirculatory Failure. 
Paul G. Weil, M.D., Ph.D., Director of Transfusion 
Service, Royal Victoria Hospital, Montreal, Canada. 
Philadelphia and Montreal: J. B. Lippincott Company. 
Price $2.25. 























































































COMPETITIVE PRESSURE AND DEMOCRATIC 
CONSENT. Morris Janowitz and Dwaine Marvick. 
University of Michigan, Michigan Governmental 
Studies, No. 32. An Interpretation of the 1952 
Presidential Election. Morris Janowitz is Associate 
Professor of Sociology and Research Associate, 
Institute of Public Administration, University of 
Michigan, and Dwaine Marvick is Assistant Professor 
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of Political Science, University of California (Lo, 
Angeles). Ann Arbor: Bureau of Government, 
Institute of Public Administration, University of 
Michigan, 1956. Price $2.75. 


CIBA FOUNDATION COLLOQUIA ON ENDO. 
CRINOLOGY. Volume Nine, Internal Secretions of 
the Pancreas. Editors for the Ciba Foundation: G, 
E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch,, 
and Cecilia M. O’Connor, B.Sc. 100 illustrations, 
Boston: Little Brown and Company. Price $7.00, 


This Ciba publication is much like the several which 
have preceded it. It reports and presents the material 
presented at the Colloquia on “The Nature and Actions 
of the Internal Secretions of the Pancreas,” held June 
21-23, 1955. These are small international conferences 
held in London. The Foundation has held thirty-six 
such conferences and provides leadership and recom. 
mendations. 

Twenty major topics were presented and fully dis. 
cussed. Twenty-eight authorities are listed as having 
attended, including nine from the United States. The 
book is timely and well executed. 


CIBA FOUNDATION COLLOQUIA ON AGING. 
Volume Two. Aging in Transient Tissues. Editors 
for the Ciba Foundation: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch, and Elaine C. P. Millar, 
A.H.W.C., A.R.I.C. 96 illustrations. Boston: Little 
Brown and Company. Price $6.75 


This is the second annual Ciba Foundation (of 
London, England) Colloquia on Aging, held July 5-7, 
1955. This one deals with changes in transient body 
tissues, the normal life of which is less than that of the 
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RALPH S. GREEN, M.D., Clinical Director, and 
EDWARD M. WISNIEWSKI, M.D. 
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PLAINWELL, MICHIGAN 


Member American Hospital Association 


EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 







Professional care for the nervous 
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organism of the whole. Twenty-seven authors partici- 
pated, of whom seven were from the United States. 
The process of aging is attracting more attention all 
ground the world, and this book gives a good look at 
the accepted ideas. 


PROCEEDINGS, WORLD CONGRESS OF ANES- 
THESIOLOGISTS. Scheveningen, The Netherlands, 
September 5-10, 1955. Edited and published by the 
International Anesthesia Research Society Official 
Organ: Current Researches in Anesthesia and 
Analgesia, Cleveland, Ohio. Minneapolis: Burgess 
Publishing Company, 1956. 

This paper-covered book gives in English the papers 
presented at the World Congress of Anesthesiologists 
held in The Netherlands September 5-10, 1955. 

Twenty-six nations, including Canada, were repre- 
snted by delegates. Sixteen nations, including the 
United States, attended by observing. Papers are pre- 
snted with illustrations and drawings occupying two to 
three pages each, with thirty-two papers altogether. 

In spite of the observing status, there were twenty- 
nine American names signed as authors or co-authors 
of contributions. It is a very interesting presentation. 


HISTAMINE. Ciba Foundation Symposium on Hista- 
mine, jointly with The Physiological Society and The 
British Pharmacological Society, in honor of Sir Henry 
Dale, O.M., G.B.E., M.D., F.R.C.P., F.R.S. Editors 
for the Ciba Foundation: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch., and Cecilia M. O’Connor, 
BSc. 133 illustrations. Boston: Little, Brown and 
Company, 1956. 

The Ciba Foundation, an English organization, con- 
ducted a symposium on histamine, jointly with the 
Physiological Society and the British Pharmacological 
Society, at the Wellcome Foundation, April 6 and 7, 
1955. All the papers presented at that time are con- 
tained in this volume. The attendance was over 300, 
but each session was necessarily limited to thirty. Six 
American essayists were invited and participated. As 
usual, this symposium volume is very well done, in 
good readable type, well illustrated, and the material 
presented is always of current importance. The paper 
by Charles F. Code, M.D., of the Mayo Clinic, on 
‘Histamine and Gastric Secretion,” occupies eighteen 
pages, and presents a vast amount of research and 
teports and includes eleven tables. Floyd C. McIntyre, 
MD., of North Chicago, had a paper on “The Mode 
of Histamine Binding in Animal Tissues,” illustrated by 
two tables, 


This gives an idea of the intense value of their effort. 


OF WATER, SALT AND LIFE. An Atlas of Fluid 
and Electrolyte Balance in Health and Disease. 
seater: Lakeside Laboratories, Inc., 1956. Price 


' This book is an atlas of water and fluid balance as 
it occurs in many different bodily conditions of health 
and disease. The text is mostly descriptive, explains 
Yatlous conditions, and is illustrated in thirty-one four- 
color full page plates. It is a compendium of facts 
difficult to issemble in any other way and most valuable. 


. 1956 


Conductive Shoe 
in dress style 


Safety from 
Fire and 
Explosion * 





@ Insole extension and wedge at inner corner of 
heel where support is most needed. 


@ The patented arch support construction is guaran- 
teed not to break down. 


@ Innersoles guaranteed not to crack or collapse. 

® Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

*% Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


Send for free booklet, ‘‘The Preservation of the Function of the 
Foot Balancing and Synchronizing the Shoe with the Foot.'’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
A Division of Musebeck Shee Company 
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Cook County Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—FALL, 1956 


SURGERY—Surgical Technic, two weeks, October 29, 

November 26. 

Surgery of Colon and Rectum, one week, October 15, 
November 26. 

General Surgery, one week, October 29. 

General Surgery, two weeks, November 5. 

Breast and Thyroid Surgery, one week, October 22. 

Gallbladder Sureery, three days, October 29. 

Fractures and Traumatic Surgery, two weeks, Octo- 
ber 15 


GYNECOLOGY & OBSTETRICS—Office and Oper- 
ative Gynecology, two weeks, October 22. 
Vaginal Approach to Pelvic Surgery, one week, Oc- 
tober 15. 
General and Surgical Obstetrics, two weeks, Novem- 
ber 5. 


MEDICINE-¥Electrocardiography and Heart Disease, 
two-week basic course, October 8 
Gastroenterology, two weeks, October 22. 
Dermatology, two weeks, October 15. 
Cardiology (Pediatric), two weeks, November 5. 


a ~ agli x-ray, two weeks, Novem- 
er 26. 
Clinical Uses of Radioisotopes, two weeks, October 8. 


UROLOGY—Two-week course, October 8. 
Cystoscopy, ten days, by appointment. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 





ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 





Say you saw it in the Journal of the Michigan State Medical Society 














SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


“Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 


For turther information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 











With us 
freedom from group involvements 
in insurance functions brings far 
less malpractice litigation than 
prevails elsewhere 





Specialized Seruice 


makes aur doctor safer 
THE; 
05) 2)(OF-0 OP a: 108 YOY O's EMO). OY. Vd G 


FORT WAYNE, INDIANA 


Professional Protection Exclusively 
since 1899 








DETROIT Office: 
George A. Triplett, Representative 
1009 Cadieux Rd., Grosse Pointe Park 


Richard K. Wind, Representative 
17370 Beechwood, Birmingham 





Telephone WO 3-2664 





“The mercurial diuretics 
have the justified 
a-volUlcehitela me) ml ol-tiale! 
dal-muileim clohva-laael melare, 


consistently effective 


* 


of all diuretic drugs.” 


TABLET 


NEOHYDRIN 


sl @Tolole laalela Pan GUS Po Lalo MGT] (aale la Pat See fal- ME dale dualolack 
logical Basis of Therapeutics, ed. 2, New York, 
The Macmillan Company, 1955, p. 847 














In Lansing 


HOTEL OLDS 


Fireproof 


400 ROOMS 
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GYNECOLOGIC CYTOLOGY 
SERVICE 


Interpretation of Cervico-Vaginal, Etc. 
(Papanicolaou) Smears 
for the 


Diagnosis of Carcinoma 
Kits (Slides, Spatulas, Fixative and 
Mailing Containers) 


and 
Instructions for Taking and Mailing 
Smears furnished on request 


M. WM. RUBENSTEIN, M.D. 
GYNE-CYTOLOGY LABORATORY 


636 CHURCH STREET—ROOM 517 EVANSTON, ILL 
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Say you saw it in the Journal of the Michigan State Medical Society as 


So 





